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The Surgical Dyspepsias' 


BY JOHN B. DEAVER, M.D., LL.D., Philadelphia, Pa. 


Surgeon to the Lankanau Hospital; Formerly Professor of Surgery in the University of Pennsylvania 


Surgical dyspepsia is almost as vague a 
term as the convenient designations of a 
former generation, dyspepsia and nervous 
indigestion, except that it indicates path- 
ology which may be and most often is 
amenable to surgical treatment. For with 
the advance of medical and surgical knowl- 
edge based on the study of living path- 
ology, every practitioner knows that al- 
most every type of indigestion has a path- 
ologic basis located within or without the 
digestive system, the stomach acting as the 
advance agent to announce the oncoming 
drama, which too often turns out to be a 
tragedy. It is scarcely necessary to em- 
phasize the fact that the close relationship, 
embryologic, functional, and neurologic, of 
the various abdominal viscera is such that 
a disturbance in one organ may manifest 
itself in another apparently unrelated vis- 
cus. Familiar examples of such cause and 
effect are signs of appendicitis in a case 
of pneumonia, or congenital malformation 
of the external genitalia and ectopic kidney, 
or acute tonsillitis and appendicitis, and the 
like. Corresponding to the aforementioned 
advance in knowledge it has become a well- 
recognized fact that many conditions which 
were formerly considered functional dis- 
orders can now be traced to visceral path- 
ology and have been transferred from 
medical to surgical therapeusis. It is an 
interesting fact in this connection that this 

{change of outlook was predicted as early 


1Read before the Marion County Medical Society, 
Marion, Ohio, November 4, 1924. 


as 1858 by William Brinton, a famous Eng- 
lish clinician of his time. In a lecture on 
dyspepsia delivered to a class of students 
he says: 

“As the progress of scientific medicine 
has gradually revealed the morbid anatomy 
of the digestive canal, and thus detected 
structural disease with increasing fre- 
quency, the vague (but useful) term ‘dys- 
pepsia’ has acquired a continually more 
restricted meaning. Nor can we doubt that 
it is destined to still further limitations ; 
and that as advancing knowledge brings us 
better means of investigation, and so en- 
ables us to discover and distinguish struc- 
tural changes of which we can now only 
observe the functional results, the aggregate 
of maladies called dyspepsia must undergo 
successive subtractions, tending. more or 
less completely to its total subdivision into 
special maladies, and to the removal of this 
term from our nosology.” 

This prediction has been realized not 
only in the qualifying term surgical dys- 
pepsia, but in the subdivision of the latter 
into various kinds of dyspepsia according 
to the suspected or proven basis of the 
disorder. We thus have appendiceal dys- 
pepsia, gall-bladder dyspepsia, pancreatic 
dyspepsia, the dyspepsia due to duodenal 
or gastric ulcer and to carcinoma, to men- 
tion only the more common conditions for 
which surgery is indicated. 

Appendiceal dyspepsia heads the list be- 
cause the appendix is so often the under- 
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lying factor in symptoms of digestive 
trouble. Its importance has not suffered in 
spite of much that is being written to-day 
about the futility of appendectomy as a 
curative measure for many cases of surgi- 
cal dyspepsia. 

It would seem that the humorists are 
justified in ridiculing the change of fashion 
in disease. In this sense it appears that 
ptosis is the prevalent style, and the most 
modern slogan might well be—if in doubt 
look for ptosis. I do not wish to be mis- 
understood. I have had the experience in 
common with other active surgeons that 
some cases presenting prolonged histories 
of indigestion suggestive of more or less 
serious surgical pathology, at operation fail 
to show the expected or any other surgical 
lesion. Even then I maintain that, the abdo- 
men once being opened, appendectomy is 
a well-worth-while prophylactic measure in 
such cases. I shall not here discuss vis- 
ceroptosis, for (with few exceptions) per- 
sonally I no longer consider it amenable to 
surgery. At least not by any of the various 
fixation methods designed for its relief, 
none of which in my opinion fulfil their 
purpose, except when the stomach and 
transverse colon are in the pelvis. The 
short-circuiting methods are entirely too 
formidable for so comparatively benign a 
condition. 

Appendiceal dyspepsia, I believe, was first 
described by Moynihan, and as I have al- 
ready stated, is the most common form of 
indigestion which surgery is called upon to 
relieve. The symptoms and signs are apt 
to be referred rather than localized, and 
may be confounded with chronic gastritis, 
gastric or duodenal ulcer, disease of the 
gall-bladder or of the pancreas. But each 
of these conditions at times has some dis- 
tinguishing feature which suggests the 
probable basic lesion. It is for this reason 
that a carefully taken history and careful 
physical examination are of such import- 
ance. The duration of symptoms, their 
intermittent or continuous nature, fre- 
quency and length of attacks, condition 
during remissions, are essential items. No 


less essential are the position and radiation 
of pain, its severity, its relation to food and 
to meals, and its relief; the presence or 
absence of vomiting, its character and 
amount; the presence or absence of hem- 
atemesis or melena, of jaundice, urinary 
symptoms, including the color of the urine, 
the nature of the bowel movements whether 
constipated or loose, the color of the stools ; 
the history of fever, chills, sweats; loss of 
appetite or of weight. Correlation of 
these various items together with the phy- 
sical examination may more often than not 
lead to a correct diagnosis even without the 
aid of laboratory and x-ray study. To 
have to resort to.r-ray examination to make 
the diagnosis of chronic appendicitis is a 
sad commentary upon diagnostic skill. 

It is strange that with the vast amount 
of literature on the subject this class of 
dyspeptic patients still comes to us with 
histories covering a period of many years 
and of prolonged and varied treatment. 
The clinical picture of these long chronic 
cases usually consists of sour stomach, 
eructations of gas, frequent nausea, and 
occasional vomiting. The symptoms come 
on after meals, but not after every meal; 
exercise aggravates the digestive disturb- 
ance and particularly the right-sided pain, 
when such is present. Sometimes an attack 
of acute appendicitis brings these patients 
to the operating table, and after operation 
and recovery the digestive distress disap- 
pears. Not uncommonly there is a strong 
suggestion of gastric or duodenal ulcer or 
of viceroptosis, in the clinical picture of 
these cases. The history of visceroptosis, 
however, is generally not quite so definitely 
outlined. Moreover, it usually affects 
young women, especially young married 
women who have borne two or three chil- 
dren ; the attacks of pain are more frequent 
and there is only partial freedom from dis- 
comfort during the short intervals between 
the attacks. On the other hand, when the 
appendix is causing digestive symptoms, 
the attacks are apt to be of short duration, 
with more marked relief between attacks, 
while the pain continues as a very dull ache 














in the lower right abdomen. Of course the 
history of one or more acute attacks estab- 
lished the diagnosis in most cases. 

’ But the appendix, I need scarcely say, is 
capable of simulating any of the more 
common upper abdominal diseases. This 
mimicry may be functional, or it may be, 
and probably very often is, due to infec- 
tion. The functional effect is especially 
evident in an appendix with its lumen more 
or less obliterated. For in such instances 
pylorospasm is not at all unusual. Further- 
more, observations show, a nervous reac- 
tion from the ileocecal region may cause 
hyperchlorhydria and motor irritability of 
the gastric wall. This in course of time 
may lead to the development of ulcer, aided 
by infection extending from the chronically 
diseased appendix. Infection in the appen- 
dix can be carried through the portal and 
lymphatic circulation to the liver, resulting 
in a hepatitis or cholangitis. Personally, in 
‘my excursions into the upper abdomen I 
have very frequently observed the liver 
streaked with lines of organized exudate 
in the presence of a diseased appendix. In 
such instances where I have believed the 
liver to be affected, I have removed a piece 
of tissue for pathologic examination. So 
often has the report come back as chronic 
hepatitis, chronic cholangitis, that I no 
longer have any doubt but that the liver is 
always more or less endangered by the pres- 
ence of an infected appendix. 

An interesting and rather perplexing 
type of appendiceal dyspepsia is that in 
which the syndrome is that of disease of 
the gall-bladder, but in which operation 
reveals an apparently normal gall-bladder 
and a markedly diseased appendix in a high 
position pointing upward. As I have already 
claimed, the clinical differentiation of these 
cases is almost an impossibility. But it 
occasionally happens also that appendec- 
tomy fails entirely to relieve the digestive 
symptoms of such patients, and at a more 
or less remote period, sometimes after only 
six months, the patient comes for reopera- 
tion. At this time a definitely diseased 
gall-bladder is found to be the guilty viscus. 
A case in point came to my notice very 
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recently, the appendectomy having been 
done at another hospital. It is too early 
to note the effects of the cholecystectomy, 
which I found it necessary to do. 

A doctor in a recent conversation with a 
layman deplored the fact that students had 
to get so much of their knowledge from 
text-books, since the descriptions so often 
failed to tally with the actualities of 
medical practice. It is perhaps for this 
reason that the indigestion due to disease 
of the gall-bladder is so often overlooked. 
This may be because of the misleading 
absence of acute attacks of gall-stone colic 
and of jaundice, and partly because of the 
very prolonged history of mild digestive 
trouble presented by patients with gall- 
bladder dyspepsia. The clinical picture is 
not always clear-cut. There is apt to be 
the same gnawing hunger pain as in early 
ulcer, reaching its maximum severity about 
three or four hours after meals. But there 
is not the typical order in the onset and 
relief of pain as in ulcer; and on the other 
hand, there is a more definite relation to the 
type of food—greasy and fried food being 
most apt to cause the postprandial discom- 
fort. A sense of fulness and distention 
after meals, relieved by eructations of gas, 
is very characteristic of this type of indi- 
gestion. Sometimes a certain degree of 
tenderness in the right hypochondrium and 
perhaps in the epigastrium is noted. The 
train of symptoms, never at any time very 
severe, may extend over a period of ten or 
fifteen years, and yield to home remedies 
or to medical treatment, such as duodenal 
tubage and bile drainage. The cure, in 
most cases, however, is more apparent than 
real, and after a certain time, when the 
effects of repeated inflammation in and 
about the gall-bladder become evident, the 
attacks recur with progressively increasing 
severity and at progressively decreasing 
intervals between attacks, and finally the 
patient will, in all likelihood, seek operative 
relief. By this time the formation not only 
of gall-stones but of troublesome cholecystic 
adhesions will complicate the condition and 
make what ordinarily is a rather simple pro- 
cedure a more or less complex one. Not 
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only that, but there is little doubt that in 
very many cases there is a certain propor- 
tion between the postoperative relief and 
the duration of preoperative symptoms. In 
other words, the patient with a prolonged 
history is not apt to benefit as promptly by 
operation as one with a shorter history. 
For as I have repeatedly said, it is not the 
presence of gall-stones so much as the per- 
sistent infection and reinfection which they 
maintain that makes these cases serious. 
And it goes without saying that both 
operative mortality and postoperative mor- 
bidity are more favorable in uncomplicated 
cases than in complicated ones. 

That the possibilities of neglected chole- 
cystitis are numerous and serious and often 
intractable is a well-recognized fact. 
Exclusive of malignancy, I believe the most 
intractable sequel to be involvement of the 
pancreas. 

Chronic pancreatitis, therefore, has a 
legitimate place among the surgical dys- 
pepsias, and like many of these disorders 
its symptoms are at first vague, for it may 
exist alone. Most often, however, it com- 
plicates and mimics other upper abdominal 
lesions, either of the stomach or duodenum 
or more particularly the biliary tract. The 
diagnosis is not easy, but the differentiation 
from a medical dyspepsia should be 
apparent to every one at all experienced in 
diagnosis. Surgery is the indicated treat- 
ment, and is necessarily directed mainly to 
remedying the underlying condition and 
preventing further involvement of the pan- 
creas. But what to do in the uncomplicated 
case is less easily determined. Drainage 
by incisions into the gland itself may be 
indicated, but one hesitates to do this 
except in the acute case. The organ, how- 
ever, can be drained through the gall- 
bladder by a cholecystostomy, or by a 
cholecystoduodenostomy. I am free to say, 
however, that the pancreas, once being 
involved, materially: reduces the chances of 
complete freedom from symptoms after 
operation. The inference is plain and needs 
no further emphasis. 

There remains for discussion the diges- 
tive disorders due to the presence of gastric 


or duodenal ulcer and to gastric carcinoma. 
The publication of Moynihan’s now classic 
description of peptic ulcer left little for 
future diagnosticians to add, in the typical 
case. The discussion has since centered 
around its causes. This discussion goes 
merrily on and seems little nearer solution 
now than it was twenty-five years ago. It 
forms an important limb of the abdominal 
triad completed by the gall-bladder and the 
appendix. No less active is the discussion 
as to the relative merits of medical versus 
surgical treatment, nor can it be said that 
there exists uniformity of opinion as to 
the best procedure among those who regard 
it as distinctly a surgical disease. 

The great strides made in chemico-phy- 
siology and bacteriologic research have 
revealed certain facts which have led to 
well-developed and logical methods of 
medical treatment of gastric and duodenal 
ulcer, for which the medical practitioner 
claims good results, but which arouse less 
enthusiasm among surgeons. The crux of 
the question is, of course, the inherent heal- 
ing power of an ulcer: Secondary, but of 
no less importance, is the question of the 
damage done by the prolonged presence of 
the ulcer and the possible danger of 
hemorrhage and perforation and carcinoma. 
I have so often appeared on the platform 
and in print in connection with this matter 
that it seems unnecessary for me to treat 
it at length at this time. I still question 
the permanency of medical cures, even 
though I realize surgery cannot yet claim 
its one hundred per cent of successes. 

The matter of the proper surgical treat- 
ment, as I have just indicated, still is and 
probably always will.be a moot one. There 
are those who are getting their best results 
from a radical measure like partial gastrec- 
tomy, and there are those who advocate 
excision of the ulcer followed by gastro- 
jejunostomy, and again those who have 
discarded the gastrojejunal anastomosis on 
account of the danger of marginal ulcer. 
Since the circumstances surrounding these 
cases are almost as varied as the opinions 
concerning their proper treatment, it goes 
without saying that treatment must be 














selected according to the individual case. 
Personally, I still favor excision of the 
ulcer or the ulcer-bearing area when 
possible, and a posterior gastrojejunostomy, 
although I have had the same experience 
with regard to marginal ulcer as other sur- 
geons. With others, in particular the Mayo 
Clinic, I am now making more Billroth op- 
erations for duodenal ulcer of the lesser 
curvature not far distal to the pylorus 
than formerly, with most satisfactory 
immediate and end-results. Our follow-up 
records show satisfactory results in be- 
tween 85 and 90 per cent for a two- to 
three-year period. Recently I have occa- 
sionally omitted making the anastomosis in 
a number of cases. But the number is too 
small and the time too recent to permit of 
making comparisons which would be of 
value. But these patients are being regu- 
larly followed up with special interest. 

I have mentioned the danger of hemor- 
rhage and perforation inherent in ulcer, 
that is, duodenal ulcer. In gastric ulcer 
there is the inherent possibility of carci- 
noma, but this of course is not always 
dependent on ulcer. 

Gastric carcinoma can usually be grouped 
into two classes: the one with a short history 
and the other with a prolonged one, usually 
that of ulcer. The latter constitutes some- 
what of a reproach to the procrastinator, 
for the disastrous result might often be 
avoided by timely differentiation between 
a medical and a surgical dyspepsia, which 
adequate treatment might have cured and 
thus have prevented the development of 
malignancy. 

The tragedy of the case with a short 
history is probably less avoidable. As in 
every type of malignancy early recognition 
and early treatment offer the best chances 
for a cure. But unfortunately the early 
manifestations of early cancer of the stom- 
ach are vague—in fact there may be entire 
absence of any trouble until the disease 
has progressed to an inoperable stage. For 
this reason it becomes all the more impor- 
tant to pay attention even to vague but 
persistent symptoms of indigestion. Again, 
as in almost every other type of cancer, the 
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difficulty of early recognition is enhanced 
by the entire absence of pain and the infre- 
quency of vomiting. Vomiting as an early 
sign when it does occur is not copious at 
first, usually consisting of small quantities 
of fluid. Sometimes hematemesis is the 
first indication of serious trouble. The 
appetite is often maintained beyond the 
early stage of gastric cancer, but a short 
history of dyspeptic symptoms, associated 
with marked loss of appetite, especially in 
the adult male beyond the fourth decade of 
life, should arouse suspicion of cancer. 

Loss of weight likewise is not an early 
sign, and wher it does occur it should 
suggest a surgical condition; it need not 
necessarily indicate cancer, since it often is 
a feature of benign pyloric stenosis as well 
as of obstruction of the common bile duct, 
calculous cholangitis, and of pancreatitis. 
Oftentimes anemia may be a leading fea- 
ture, especially when associated with dys- 
peptic symptoms and general depression. 

Neither the physical examination nor the 
x-ray is always of value for the early recog- 
nition of early gastric cancer. In fact it may 
be said that the absence of a palpable tumor 
is a very frequent.reason for excluding 
carcinoma in making the diagnosis. But 
in spite of these vague symptoms the 
experienced and observant physician will 
almost intuitively arrive at the diagnosis of 
cancer in many instances. 

As for the indications for operation in 
the presence of such a vague picture, I 
believe it is reasonable to suggest lapar- 
otomy if after one month of medical treat- 
ment there is no marked improvement in 
the patient’s condition. In other words, if 
unable to make a diagnosis clinically 
endeavor to make it surgically. The type 
of operation will, of course, depend upon 
the presenting conditions. There is little 
doubt, however, that it should be as radical 
as permissible—subtotal gastrectomy being 
the operation of choice when it is feasible. 
In the inoperable cases a gastrojejunostomy 
often prolongs life with a certain degree of 
comfort to the patient. 

In summing up the foregoing remarks I 
can do no better than again quote from 
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Brinton’s lecture on dyspepsia, remarkable 
alike for its vision and its broad conception 
of the subject: 

“And (as a kind of corollary to this) let 
me suggest that not only does ‘dyspepsia’ 
still probably include many really struc- 
tural (if not chronic or permanent) mala- 
dies of the organs it affects, but that so 
closely do its absolute symptoms resemble 
those of graver diseases that its importance 


is enhanced by the possibility of mistaking 
for it such lesions as cancer or ulcer of the 
stomach. Sometimes, indeed, such errors 
are almost unavoidable. But, more fre- 
quently, they arise from a forgetfulness of 
the slight characteristics of these structural 
diseases in their earliest stages; leading to 
a hasty conclusion, which a brief suspen- 
sion of judgment would have prevented or 
even reversed.” 





Non-rotation of the Colon* 


BY JOHN B. FLICK, M.D. 
Instructor in Surgery in the Jefferson Medical College of Philadelphia 


Non-rotation of the colon, while a com- 
paratively rare condition, is met with often 
enough to be of practical interest, and, in 
view of the frequency with which the ap- 
pendix is the seat of acute inflammatory 
processes, becomes a factor to be reckoned 
with in differential diagnosis. The speci- 
men herein reported was met with in a 
body prepared for anatomic study. 

Before dealing with the gross specimen 
a few words concerning the embryology 
may be in order. 

In the human embryo, the intestinal 
canal, at first a midline vertical tube, soon 
becomes a U-shaped loop connected to the 
dorsal wall by a mesentery in which the 
prototype of the superior mesenteric artery 
descends and gives off branches. This loop 
may be divided into an anterior limb, in 
front of .the superior mesenteric artery, 
giving rise to the greater part of the small 
bowel, .and a posterior limb behind the 
artery, giving rise to the remainder of the 
small bowel, the ascending and the trans- 
verse portions of the colon. 

Early in the development of the embryo 
this U-shaped loop enters the proximal seg- 
ment of the umbilical cord, and it is within 
this recess of the peritoneal cavity that the 
mid-gut undergoes many of its develop- 


*From the Daniel Baugh Institute of Anatomy, Jef- 
ferson Medical College, Philadelphia, Pa. 


mental changes. There is a rapid growth 
of the proximal limb and its mesentery, so 
that a mass of coils of small intestine occu- 
pies the greater part of the umbilical re- 
cess, along the left side of which is placed 
the distal limb, consisting in part of cecum 
and a portion of colon. With the return 
of the intestine to the abdominal cavity the 
coils of small bowel (proximal limb) enter 
first and in continuity of length, the cecum 
being retained until later. 

The returning coils of small intestine pass 
into the abdominal cavity on the right of 
the intra-abdominal colon and mesocolon, 
which at this stage form a septum from 
the liver above to the pelvis below, and as 
the coils spread out the septum is pushed 
to the left and backward, so that the colon 
and mesocolon come to lie against the dor- 
sal abdominal wall. The coils of the small 
intestine then lie in front with the conti- 
nuity of the intra-abdominal colon and the 
main mesenteric vessels still above in the 
umbilical sac. Thus, when the cecum re- 
turns with these vessels, it must lie on top 
of the coils, between them and the liver, 
and with the growth of the mass of coils 
it is forced back from this position to the 
right and behind with the rest of the colon, 
which was originally in the umbilical re- 
cess, placed transversely across the neck of 
the mesentery of the small intestine.” 





ORIGINAL ARTICLES 7 


After the return of the gut to the abdom- 
inal cavity, fixation of the colon takes place 
by a process of adhesion between opposing 
peritoneal surfaces, and as the colon grows 
there is a widening of this area on the 
dorsal abdominal wall to which the meso- 
colon becomes attached. In the course of 
growth the splenic and hepatic flexures are 
formed and, as the ascending colon elon- 
gates, the cecum moves toward the right 
iliac fossa. Both fixation of the colon and 
descent of the cecum take place late, the 


latter toward the termination of intra- 


uterine life, so that at birth the cecum may 
still be quite high. 

Rotation is confined to that portion of 
the intestine derived from the umbilical 
loop and its mesentery and therefore does 
not involve the duodenum, which is curved 
out in the growth of the pancreas, nor the 
intra-abdominal colon, represented in the 
adult by that portion rather to the left of 
the middle of the transverse colon. 

If, then, we use the above theory of rota- 
tion as a working hypothesis, non-rotation 
may be conceived to be due to the earlier 




















Fie. 1.—Showing the non-rotated colon. The great omentum has been turned up over the abdominal wall 
and the small intestine displaced to the right. ; 
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entrance into the abdominal cavity of the 
distal limb of the U-shaped loop, with the 
main mesenteric vessels, as suggested by 
Hamann.* Thus the cecum would leave 
the umbilical recess first, entering the ab- 
dominal cavity to the right of the septum 
formed by the intra-abdominal colon and 
mesocolon; the intra-umbilical portion of 
the colon and the coils of small intestine 
following in continuity of length. The 
returning coils of small intestine, spreading 
out, would push the entire colon to the left 
and backward against the dorsal body wall. 

Description of Specimgn.—The pylorus 
is in the median line or a little to the right 
of it. The duodenum at first has a short 
mesentery and makes a gentle curve down- 
ward, to the right and backward. It is 
fixed to the under surface of the right lobe 
of the liver by a thin ligamentous band, has 
a broad attachment to the ventral surface 
of the kidney, and at the lower pole makes 
a sharp bend forward, curves upward and 
to the left, and at the border of the mesen- 
tery becomes the jejunum. From the point 
of departure at the lower pole of the kidney 
almost to the point of mergence into the 
jejunum the duodenum appears to be 
retroperitoneal. The small intestine occu- 
pies the right side of the abdominal cavity, 


the ileum crosses the median line to the, 


left to join the cecum at about the level 
of the prominence of the sacrum. The 
cecum below this point is redundant and 
hangs over the brim to the depth of the 
pelvis. 

The ascending colon lies to the left of the 
median line up to a point at about the level 
of the upper border of the third lumbar 
vertebra. Here there is a slight but dis- 
tinct twist, and it passes obliquely upward 
to the right, to gain the under surface of 
the right lobe of the liver. At this point it 
bends forward and to the left, to become 
the transverse colon. The ascending colon 
is fixed from a point corresponding to the 
promontory of the sacrum to the point 
where it leaves the abdominal wall to 
become the transverse colon. The trans- 
verse mesocolon is so short that it is hardly 


recognizable as such, its greatest length 
being less than 2 cm. 

The descending colon is tortuous in its 
course and thrown into folds. The sigmoid 
is very redundant, hanging to the bottom 
of the pelvis, and much dilated. The fora- 
men of Winslow is patulous. The lesser 
peritoneal cavity is perhaps smaller and 
does not extend as far to the right as is 
usual. The great omentum on the right 
side fuses with the peritoneal coat of the 
misplaced ascending colon so as to form a 
cul-de-sac opening mesially.. On the left 
it is traced to the parietes and the descend- 
ing colon. 

The arterial supply conforms to that of 
the embryonic type. All the branches to 
the small intestine are derived from the 
right side of the superior mesenteric artery 
and proceed from left to right. The ter- 
minal branches of the main artery supply 
the ileocolic junction, while the arteries 
colica dextra and media are given off from 
the left side and pass from right to left. 

Upon incising the peritoneum to the left 
of the miSplaced ascending colon no vessels 
of appreciable size are met with and the 
ascending colon is easily mobilized. 

Discussion.—It is difficult to arrive at a 
conclusion as to the incidence of this 
condition because of the diversity of classi- 
fication of disturbances in the development 
of the intestine, especially those met with 
at the operating table and reported from a 
clinical standpoint. It is evident in review- 
ing the literature that some confusion 
exists as to a basis for classification, and 
that a certain number of cases reported as 
non-rotation, or partial rotation, are in 
reality instances of failure of the cecum 
to descend or of faulty adhesion. It is 
doubtful whether partial rotation ever 
occurs. The cases so classified, if studied 
from an embryologic and anatomic view- 
point, would in all probability prove to be 
instances of arrested or faulty descent of 
the cecum or faulty adhesion of the primi- 
tive mesentery, 

Smith* in a study of a series of 1050 
autopsies made on infants at the New York 
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Foundling Hospital found non-rotation of 
the colon in five. In 63 he found a high 
cecum, and in 100 he found the cecum in 
the pelvis. He makes no’ mention of par- 
tial rotation. 

The majority of cases reported have been 
met with clinically, either during operation 
for some abdominal condition, or in the 
course of gastrointestinal 4-ray study. 
Charles H. Mayo® reports six cases 
observed in St. Mary’s Hospital. He says: 
“We have observed five of these cases dur- 
ing the past two years in operating upon the 
abdomen, and in only one of the cases was 
the abnormality diagnosed before opera- 
tion.” There are many individual cases 
reported. Wm. A. Downes’ reports a case 
encountered at operation for gastric ulcer. 
Downes did an anterior gastroenterostomy 
with a loop of about eight inches, a longer 
loop not being necessary as the intestine 
did not have to be carried over the colon 
and omentum. E. J. Klopp twice met with 
the condition when operating for so-called 
amniotic hernia.’ 

The condition of non-rotation is certainly 


of sufficiently frequent occurrence to be 
borne in mind in cases of obscure inflam- 
matory conditions in the left or middle 
pelvis or in the left iliac fossa, particularly 
in young individuals as pointed out by 
Mayo. In the six cases reported from the 
Mayo Clinic, three were operated upon for 
left-sided appendicitis; two acute 
abscess. 
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The Industrial Fracture and Its Treatment 


BY DRURY HINTON, M.D. 
Philadelphia, Pa. 


In hospital and dispensary the fracture is 
often the surgical injury most neglected. 
There are certain very definite reasons for 
this, viz.: (1) The interne in the hurry of 
dressing a ward full of cases leaves the 
fracture case until to-morrow, which may 
stretch past the conventional twenty-four 
hours. (2) In the dispensary the fracture 
dressing consumes time and is left until the 
congestion caused by the large number of 
small wound cases is relieved. By this 
time the dispensary hours are nearly over 
and the doctor is tired. To-morrow is 
always handy, and all too often the patient 
is sent out with a hastily applied dressing 
and told to return on a given day, when the 


same procedure may be gone through with 
an entirely new man. In this way the 
patient frequently does not get motion and 
massage when it is most needed. Compli- 
cations thus arise, and often too late to be 
combated with more than a fair chance of 
success. A certain number of physicians 
are not interested in the fracture case, 
either because it is not spectacular, or 
because the requisite mechanical ingenuity 
for the proper handling of these cases is 
not among their assets. Going still further 
the importance of follow-up and postopera- 
tive treatment is not appreciated, and the 
bad results that occur from’ this lack of 
convalescent supervision discourage the 
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doctor. Thus one-man supervision is all 
important and essential for uniform good 
results, anatomical or functional. 

Certain fractures can be efficiently 
handled in a dispensary, e¢.g., simple frac- 
tures of fingers, toes, metacarpals, radius 
and ulna, jaw and clavicle. Others, such as 
simple fractures of the tarsus, metatarsus 
and lower leg, supracondylar fractures of 
the humerus and compound fractures of the 
hand and forearm, tarsus and metatarsus, 
require some hospital treatment followed 
by out-patient supervision. All other frac- 
tures of the humerus, excepting certain 
impacted fractures of the head and neck 
and infractions, fractures of both bones of 
the leg above the lower third, femur, pelvis, 
vertebre, and skull, require more or less 
prolonged hospital care. 

In industrial work certain types of frac- 
ture stand out in high relief. Compound 
fractures fall within this category; the 
transverse and the comminuted fracture 
from direct violence, and the oblique type 
from the fall. The fracture dislocation is 
not infrequent. 

Depending somewhat upon the industry 
involved, the incidence of the location of 
fractures will run in approximately the 
following order: 

1. Phalanges. These fractures are 
usually compound and often are commi- 
nuted. The average cause is crushing 
violence and more than one phalanx may 
be involved. The terminal phalanx suffers 
most, and the fracture may be unrecog- 
nized if the displacement is small or the 
individual’s threshold of pain low. Fibrous 
trabecule keep the fragments in fairly good 
alignment. In compound fractures necrosis 
of the terminal phalanx may complicate an 
unrecognized fracture, and this state of 
affairs may be suspected if wound healing 
is delayed. Fractures of the base of the 
proximal phalanx may simulate sprain of 
the joint. Other fractures of the phalanges 
are usually easily recognized by the persis- 
tence of local tenderness even in the absence 
of displacement or crepitus. 

2. Colles’s or chauffeur’s fracture, a 


fracture of the end of the radius near the 
joint with or without a fracture of the 
styloid of the ulna. It is almost always 
simple, the mechanism of injury being a - 
fall on the outstretched hand or the back- 
fire of an automobile being cranked. The’ 
diagnosis is usually easy if a careful exam- 
ination is made. A reduced epiphyseal 
separation should be suspected in the young 
adult where a sprain does not clear up 
within a reasonable time. 

3. Metatarsals. The foot is caught under 
a falling weight or a rolling body. More 
than one bone usually breaks, often near 
the base, the first metatarsal often escap- 
ing. Displacement is usually slight and the 
fracture simple on account of the protec- 
tion ordinarily afforded the foot by the 
shoe. 

4. Tibia and fibula. Something falls 
upon, rolls across, or holds the leg with the . 
body falling forward. This fracture is 
usually at or below the middle, compound 
in 19 cases out of 20 if the fall is on the 
feet from a height. The upper fragment 
is the one that breaks the skin since the 
usual line of fracture is from above and 
behind, downward and forward. If the 
fracture is from direct violence the fracture 
line is transverse rather than oblique, and a 
wedge-shaped fragment is broken out of 
the anterior surface of the bone. The 
fibula is broken at the same or a slightly 
higher level in the latter case, and at a 
uniformly higher level in the former. The 
fibula may be broken in two places. 

5. Forearm. Usually caught in machin- 
ery and associated with fracture of the 
metacarpals, the latter being compound at 
least in part. This is a crippling injury. 

6. Femur. Due to a fall from a height. 
The common type of fracture is an oblique 
one through the shaft. 

?. Clavicle. Fractures from a fall on the 
hand or direct violence, the line of fracture 
being in the outer and middle thirds. 

8. Humerus. Fracture of the surgical 
neck occurs from a blow on the shoulder, 
of the shaft from torsion or leverage. 
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9. Ribs. Compression breaks the fifth to 
the ninth ribs, direct injury any rib. 

10. Pelvis. Almost always from crush- 
ing violence. 

Certain complications occur frequently 
enough in the treatment of fractures to call 
attention to the possibilities before discuss- 
ing treatment, because treatment must aim 
to avoid or minimize them. 

1. Phalanges. Necrosis of phalanges. 

2. Colles’s. Subluxation of the lower 
end of the ulna. Malalignment of the axis 
of fracture to the joint line. 

3. Metatarsals. Dropped arch from poor 
support and too early weight bearing. 

4, Tibia and fibula. Angulation at frac- 
ture site from cast applied at time of 
maximum swelling, and which becomes 
loose as swelling subsides. Non-union at 
the lower third of the tibia from poor blood 
supply. 

5. Forearm. Loss of supination. 
proper post-reduction treatment. 
paralysis from 
pressure. 

6. Femur. Shortening, the most dis- 
heartening result to patient and physician 
alike. Early and proper extension are 
essential. This can only be done in hos- 
pitals properly equipped. Stiff knee and 
hip joint from neglect of the soft parts. 

%. Clavicle. None. 

8. Humerus. Rotation of lower frag- 
ment, especially seen in the supracondylar 
type where the true Jones position is not 
adhered to. Calcified hematomata from too 
late motion; this restricts movements of 
extension chiefly. 


Im- 
Ischemic 
improper splinting and 


The hematoma occurs 
under the periosteum of the upper frag- 
ment ; it calcifies early. Musculospiral palsy, 
which may be temporary only, in fractures 
of the middle of the shaft. It occurs fre- 
quently enough to make the wise physician 
check up on the status of this nerve before 
attempting a reduction of the humerus. 

9. Ribs. Costochondral separation is 
often overlooked. 

10. Pelvis. Especially important is it in 
women to see that there is not too early 
weight bearing. The problem of child- 


bearing after this injury is a medicolegal 
one. 

Proper Fracture Dressings.—These dress- 
ings should be the ones that maintain proper 
reduction of the fracture with due respect 
to the after function of the part. This 
dressing may not be the recognized one for 
the fracture, and it is in such cases that the 
fluoroscope is so helpful. The following 
are dressings that have served faithfully at 
the University Hospital : 
Upper extremity: 

1. Phalanges: the straight splint. 

2. Metacarpals: the roller bandage. 

3. Carpus: straight anterior splint and 
molded plaster splints. 

4. Colles’s: molded plaster splints with 
the hand in flexion and adduction. Bond 
splint. 

5. Forearm: molded plaster splints. 
ternal right angle. } 

6. Humerus. Supracondylar: Jones’s 
position with arm to side and care taken 
to avoid rotation of the forearm; forearm 
and arm bound to the side with adhesive or 
plaster. Shaft: Thomas splint or Mittel- 
dorpf triangle incorporated in a plaster 
jacket. Neck: Mitteldorpf triangle; shoul- 
der cap and axillary pad with wrist sling 
underneath a circular bandage around the 
body to avoid rotation at the fracture site. 

%. Clavicle: Velpeau; Sayres; bed treat- 
ment. 

8. Jaw: Wiring and plaster Barton ban- 
dage. 

Lower extremity: Crutches, raised sole on 
the good foot, no weight bearing. 

9. Toes: simple dressing. 

10. Metatarsals: light foot cast. 

11. Pott’s: molded plaster splints. 

12. Tibia and fibula: molded plaster 
splints. 

13. Femur. Supracondylar: Tongs or 
Steinmann nail with Thomas leg splint and 
Pearson attachment; Balkan frame. Shaft: 
Tongs with Thomas splint; Whitman cast 
in flexed position; open operation. Neck: 
Whitman abduction cast. 

14. Pelvis: Flat in bed. 
visceral injuries. 


In- 


Attention to 
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In taking up the question of treatment 
we can usually assume that the workman 
is in good health and that his healing pro- 
cesses should be fairly active. His mind is 
freed of the financial responsibility of 
paying the doctor. His period of disabil- 
ity depends partly upon his codperation and 
upon the skill and knowledge of the attend- 
ing physician. If this doctor is abreast of 
the times the outlook for the patient is 
good. The true period of disability that 
follows fractures is longer than the text- 
books state, and up to a certain point 
depends upon the skill of the surgeon, and 
from there upon the facilities for rehabili- 
tation. The industrial physician without 
outside interests tends to return a man too 
early to work and with too superficial treat- 
ment, which but delays his convalescence. 
And here is the problem: Shall the man 
return to work early with good treatment, 
or not so early with treatment less effec- 
tive? 


TREATMENT. 


Fractures are as much emergencies as are 
wounds, only more so. Wounds involve 
only the soft parts, and then only the skin 
in many instances. Fractures on the other 
hand always involve bone and muscle. If 
the fracture is compound the skin is broken 
also. Vessels are frequently injured 
with no outlet for the escape of blood, and 
nerves are injured directly or subjected to 
the compression of exudate or trauma from 
the broken fragments. In the wound the 
lever is present and the part may function 
to advantage. In the fracture of an ex- 
tremity part or all of the lever is broken 
and the function of the part suffers or is 
lost. In simple fractures the process of 
repair goes on by a non-septic inflammation, 
while in wounds this repair is inhibited by 
the presence of infection or contamination. 
This is all the more reason for the prompt 
care of these cases. In compound fractures 
the injury is extensive and emergency care 
is imperative. 

The Simple Fracture Avoid manipula- 
tion over and above that necessary for diag- 


nosis. It is not always necessary to know 
exactly where the fracture is or what bone 
is injured. In case of doubtful fracture 
treat as a fracture. Immobilize the part 
at once where possible. This is especially 
important in fractures of the lower extrem- 
ity. Do not move the man until there is 
enough help to carry him with the minimum 
of discomfort, unless he is in a hazardous 
position. In fractures of the lower extrem- 
ity have the part splinted before transport- 
ing the patient. Where possible splint the 
joints above and below the site of fracture. 
Have all materials handy and ready before 
splinting the limb, as in this way you 
eliminate a certain increment of trauma 
and shock. Make no attempt to reduce the 
fracture until an x-ray film has been taken 
to show the position of the fragments. 
Films should be taken in two planes at 
right angles to each other or stereoscop- 
ically. In this way you protect yourself 
against lawsuits and the patient against 
permanent disability and added trauma of 
a diagnostic manual examination. Bear in 
mind that after the immobilization dressing 
is applied an x-ray plate must be taken to 
prove that reduction is satisfactory. 
Reduction should be done at the earliest 
possible moment and not at the convenience 
of the doctor. This moment might be 
during the night. An anesthetic should as 
a rule be given and the patient prepared 
accordingly. Where ‘the fluoroscope is 
available the reduction should be done 
under its guidance. This method allows 
you to actually see the fracture in its posi- 
tion of muscle balance after reduction and 
after the dressing is applied. It helps you 
later in reducing similar cases where the 
fluoroscope is not available. It indicates 
the position in which the part should not 
be dressed (and this position may be one 
of the classical text-book ones). It obviates 
the necessity of further reductions or 
reduces them to a minimum. It aids in the 
postoperative treatment by indicating what 
motions to avoid in active and passive 
motion. In case the reduction cannot be 
accomplished under the fluoroscope it dis- 
pels for good the delusion that a further 











reduction might be of avail, and since the 
patient is already under an anesthetic an 
open reduction may be performed without 
giving the patient a second anesthetic. In 
using this method of reduction operative 
permission should always be obtained in 
advance. Above all it gives the doctor the 
satisfaction that he has done the patient 
the most good in the shortest length of time, 
with the minimum of discomfort in the 
shape of pain and anesthesia, and with the 
least burden on his own time and con- 
science. 

These are the indications for an open 
operation in fractures: 

1. A fracture that a skilled man cannot 
reduce by the best methods available. It 
must be realized that an operation injures 
the tissues still further, and by cutting off 
additional blood supply may be the predis- 
posing cause of delayed or non-union. 
Blood supply is essential to good bony 
union. There is a further danger of infec- 
tion with its attendant disability. 

2. A fracture that will not stay reduced 
under favorable conditions. Interposition 
of soft parts, one fragment caught in fascia 
or a slope of the fractured surfaces may 
preclude apposition. 

3. A fair assurance of a better result as 
regards life or limb. 

4. Compound fractures, unless merely a 
buttonhole through clean clothing. These 
fractures require débridement, reduction, 
and closure. 

The Compound Fracture.—This fracture 
is an extreme emergency and should almost 
take precedence over a case of acute appen- 
dicitis, for here the man’s livelihood may be 
lost, while in the other only his life is at 
stake. At the latest, operation should not 
be postponed past the 10-hour contamina- 
tion period. A careful débridement should 
be done under aseptic precautions as used 
in other open bone operations. Hence these 
fractures are hospital cases. Hemostasis 
must be rigid and complete, and the wound 
must be closed without drainage or with 
drainage for only twenty-four or forty- 
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eight hours. In these cases the repair of 
the soft parts is just as vital as the proper 
reduction of the fragments. 

In all fractures, simple or compound, but 
especially simple, it is wise to have an 
x-ray examination made prior to and fol- 
lowing reduction, and the interpretation of 
the plates should be made by a competent 
roentgenologist. The care of the patient 
must be left to the surgeon, and from the 
reading of the plates he, and not the roent- 
genologist, must decide whether the reduc- 
tion is sufficient from the anatomical and 
functional standpoint 

Post-reduction and Post-operative Treat- 
ment.—The fracture dressing should be 
looked at within twelve hours after reduc- 
tion. If evidence of nerve injury was 
previously absent, this should be verified, 
since pressure palsies may develop after 
this period. Most fractures should be 
dressed about the third day, or sooner if 
compound and drained. In fractures into 
and near joints, motion should be begun 
early and should be persisted in short of 
pain. The fracture site should be supported 
during this motion. The motion should, to 
a large extent, be active rather than passive. 
Motion should be encouraged in the direc- 
tion of most useful function for that limb, 
e.g., flexion in the arm and extension in the 
leg. Motion should be slow and never 
violent. It should be through as much of 
the full range as is possible. 

It seems to be a fact that the fracture 
case reduced by one man and treated sub- 
sequently by another has a longer period 
of disability than the one carried through 
its convalescence by one interested man. In 
my personal experience this has certainly 
been true. Fractures about joints have 
proved to be trying problems, and of all 
joints the elbow takes the prize in bad 
results. Speaking conservatively, it would 
seem that any difficult fracture or fractures 
near a joint should be treated from begin- 
ning to end by the same man. The key- 
note of this paper, therefore, is one-man 
supervision of all fractures. 


Chronic Phosphorus Poisoning and Diabetes 
Treated by Insulin 


BY N. ALPERT, M.D. 
Baltimore, Md. 


This communication has a twofold pur- 
pose: first, to report a case of chronic phos- 
phorus poisoning with its complications; 
secondly, to sound a note of warning 
against the indiscriminate use of phos- 
phorus. 

A study of the literature together with 
the case here reported reveals that this 
drug is of a highly poisonous character, 
and that if it be taken for a long period of 
time it endangers the entire human body. 
In this connection Osborne’ has rightly 
remarked: “There is no excuse for the 
drug or its preparation. Phosphorus as 
such is not needed in medicine; phosphates 
and glycerophosphates are the phosphorus 
preparations needed.” Yanofsky* con- 
demns the drug and warns physicians 
against the use of phosphorus. He states: 
“The therapeutic value of phosphorus is not 
definite; it is a matter of opinion, but the 
poisonous character of the drug is a well- 
established fact. In minute doses the drug 
has no therapeutic value whatsoever, and 
by a dose above the minute toxic symptoms 
are manifested.” 

Bernhardt* confirmed certain effects of 
the phosphorus poison perceived by Vir- 
chow,* namely, that in the stomach erosions 
of variable extent were found, a fatty de- 
generation of the epithelium, gastroadenitis, 
and a grayish or yellowish color of the 
swollen membrane. The same state of the 
mucous membrane may exist in the intes- 
tine as Well. The much enlarged liver, as 
a rule, causes a fatty degeneration of that 
organ, the kidneys, pancreas, and a de- 
generation of the heart muscle. In five 
of the sixteen cases studied by Wolfe® the 
liver was atrophied: a condition signify- 
ing a more advanced stage and therefore 
encountered in most protracted cases. The 
jaundice, as agreed generally, may be due 
to the obstruction of the bile ducts and to 
the catabolism of the red blood corpuscles. 
The chat.ges in the composition of the blood 


are numerous and important. The blood 
is non-coagulable ; its corpuscles are altered 
in form and contain much fat; the red 
corpuscles are greatly reduced in number 
as well as in size; and the hemoglobin reg- 
isters from 25 to 30 per cent. 

In order to save their patients from 
chronic phosphorus poisoning, Ellenburg 
and Landois* made use of blood transfusion 
by a direct method. 

A common symptom of chronic phos- 
phorus poisoning is hemorrhages of the 
nose, kidneys, and rectum. Yanofsky thinks 
that all the cases of chronic phosphorus 
poisoning at the present time are the fault 
of the physicians or the counter-prescribing 
druggists. According to his statement, 
which seems true, all the cases of phos- 
phorus poisoning now found are due to 
the prescribing of phosphorus by phy- 
sicians and druggists to cases of sexual 
impotence. As a rule, when a patient 
complains of sexual impotence which is 
only a symptom of his general health, 
the physician, without going into details, 
will prescribe “reconstructive medicine” 
which will harm the patient. The follow- 
ing prescription was given to the case re- 
ported here and was refilled by the patient 
several times: 

Phosphorus, gr. j; 

Strychninz sulphatis, gr. ss; 

Quinine hydrochloridi, gr. iij. 
The formula was divided into twenty cap- 
sules; one to be taken four times a day 
after each meal. 

The case in question is that of Mr. F. J., 
a traveling salesman who came to my office 
on January 2, 1924, complaining of impo- 
tency. He was forty years of age, white, 
single, of German descent, and a high liver. 
Height 5 ft. 6 in., weight 145 pounds. Was 
member of a family known for its longev- 
ity. The patient had had no diseases ex- 
cept measles and chickenpox at the age of 
seven, and disclaimed ever having had 
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venereal diseases. Patient was given phy- 
sical and laboratory examinations with 
negative findings, therefore no medicine 
was prescribed, but patient was advised to 
lead a normal life and give sexual organs 
a rest. 

On April 23, 1924, the patient complained 
to his family of “indigestion,” weakness, 
and irritability. On that day, while sitting 
at the table after dinner, he felt dizzy, 
nauseated, and extremely weak. Turned 
pale, a cold sweat broke out all over his 
body, and patient had to be assisted to bed. 
An emetic was given in the form of mus- 
tard and warm water. Patient vomited 
non-digested food which smelled like garlic. 
Aromatic spirits of ammonia was given 
after vomiting; patient felt better and was 
up the next day. Three days later he had 
another spell in worse form which neces- 
sitated the summoning of a physician. 

The next attack occurred on June 1, 1924, 
when I was called to see the patient, who 
was in a semicomatosed condition and 
thought to be in a dying state by the mem- 
bers of his family. He had severe pain in 


the epigastric region and vomited non- 
digested food mixed with mucus and blood. 
A sinking spell overtook him; he dropped 
to the floor in a helpless condition and lost 


consciousness. I saw him a half-hour after 
the onset of the attack. He was lying in 
bed uncovered, breathing deeply and. labo- 
riously. His face, arms, chest, and abdom- 
inal wall were well jaundiced. His ex- 
tremities were cold; his finger-nails and lips 
cyanosed. When first seen he was semi- 
conscious, answering questions in a very 
weak voice. The pulse was barely percep- 
tible, at times entirely imperceptible. No 
heart sounds could at first he heard. By 
auscultatory method the blood-pressure 
gave very faint tones up to 70 mm. The 
diastolic pressure could not be made out. 
Patient was given caffeine sodiobenzoate 
hypodermically. Ten minutes later sodium 
cacodylate was administered hypodermical- 
ly. He was given strong black coffee 
orally. Patient improved when heat was 
applied externally. 

A careful physical examination the next 
day showed the following findings: The 


patient was very jaundiced; the cardiac 
dulness was enlarged; heart tones were not 
of good quality. There was a hemic mur- 
mur in the pulmonary area and systolic 
murmurs in the aortic area and at the apex. 
Pain was felt in the epigastric region under 
the slightest pressure. The lower intestines 
were distended. The liver was markedly 
enlarged and palpable, especially the right 
lobe; the whole area of this organ was 
painful. The spleen was also enlarged. 
The arm, knee, and abdominal reflexes were 
diminished. The systolic pressure was 
100; the diastolic pressure 60. 

In a period of twenty-four hours the 
patient passed nine liters of urine which 
was light in color and had the odor of 
garlic. The laboratory examination dis- 
closed a highly acid reaction in the urine, 
of which the specific gravity was 1040. 
The albumin content was 4 plus; sugar 
content 4 per cent. Acetone and diacetic 
acid were present. Hyaline, waxy, epi- 
thelial, and granular casts were numerous 
under the microscope. Occasionally there 
were a few red blood cells. The R. B. C., 
2,900,000; hemoglobin, 35 per cent; W. B. 
C., 3000. The blood-sugar test was 0.5 
per cent; lipoids 0.8 per cent. 

The patient complained of severe head- 
aches, particularly in the right temple. He 
also had cramps in the lower extremities, 
and occasionally shooting pains in the spine 
near the ninth dorsal vertebra: He grew 
weaker, and two days later had a hemor- 
rhage from the nose which was stopped 
with normal horse serum. Two hours later 
physiological salt solution was given intra- 
venously. The patient began to suffer with 
severe cramps in the intestines and had 
air-hunger. 

Realizing that I was dealing with a case 
of chronic phosphorus poisoning, I started 
using antidotes: Turpentine inhalations 
three times daily and turpentine enemas 
once daily. I also gave stimulants. The 
patient’s condition improved slightly. 

Four days later I was summoned to the 
patient and found him again in a semi- 
comatosed condition. Realizing the sever- 
ity of the case, I immediately administered 
40 units of insulin intravenously and forced 
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the patient to drink a glassful of orange 
juice with 20 drops of turpentine. A re- 
tention enema of black coffee and soda was 
given, after which the patient’s condition 
improved greatly. 

On the following day the patient was put 
on a strict diabetic diet recommended by 
Joslin, and was given 10 units of insulin 
subcutaneously one hour before each meal ; 
4 cc hepatic extract (soluble) was given 
intramuscularly every other day. The 
above treatment was continued until the 
blood sugar and the urine came down to 
normal. The hepatic extract (soluble) was 
used until the jaundice disappeared and the 
liver became smaller. 

I saw the patient last on August 10. His 
blood and urine were negative, although the 
liver was still slightly enlarged. Subse- 
quent history: The patient no longer com- 


plains, feels well, and apparently has made 
a recovery. 
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A Lecture on Alcohol and Its Use in Medicine 


BY HOBART AMORY HARE, M.D. 
Professor of Therapeutics and Diagnosis in the Jefferson Medical College of Philadelphia 


It may be thought by some of the audi- 
ence that I am bold indeed to take up the 
subject of alcohol as a remedial agent in 
these days when there is so much differ- 
ence of opinion as to its use as a beverage. 
There may be others who believe in it as a 
drug and still others who have no use for 
it as an internal medicament, and possibly 
there is still another group which does not 
care a snap whether it is or is not. 

It has seemed to me, however, that we as 
scientific men should have very clear and 
accurate conceptions as to this matter. It 
is unfortunately true that every now and 
then some one possessing the degree of 
doctor of. medicine is also possessed with 
the idea that alcohol as a medicine and 
alcohol as a beverage is one and the same 
question, and, filled with fanatical ardor, 
condemns it out of hand for all purposes. 
Because he talks, or writes, he is presented 
to the world as one whose opinion is worth 
something when it is really the opinion of 
a bigot ; and now and again some enthusias- 


tic individuals get control of a meeting of 
medical men and railroad a_ resolution 
through which does not represent actual 
professional opinion, as has been done in 
regard to alcohol and more recently as to 
heroin. 

Space does not permit of quotations, but 
it may not be out of place to quote from 
the last edition of Sollmann’s “Manual of 
Pharmacology,” particularly as Dr. Soll- 
mann is an active member of the Committee 
on Pharmacy and Chemistry of the Amer- 
ican Medical Association. On page 547 he 
says of alcohol: “Its usefulness as a 
quickly acting stimulant can scarcely be 
doubted in the various forms of sudden 
circulatory collapse—syncope, exhaustion, 
hemorrhage, traumatic shock, snake venom, 
strychnine, aconite, veratrum poisoning.” 
And he recommends a dose of approximate- 
ly one ounce of whisky or brandy, prefer- 
ably hot, repeated every ten or fifteen min- 
utes according to effect. On the same page 
he says: “The vasodilator effect may be 
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useful in angina pectoris, and in chronic 
lesions of the heart small doses may be 
valuable to lessen the worries of the pa- 
tient.” 

As to its value as a food, Sollmann says 
in discussing exhausting fevers: ‘The 
beneficial effects are probably mainly nu- 
trient, due to the direct food-value of the 
alcohol (italics his), and tothe stimulation 
of the digestion and absorption of the food. 
The pulse becomes stronger and more regu- 
lar.” On page 549 he states that “if taken 
after exposure it prevents the tendency to 
congestion of internal organs;” and again, 
on the same page, he says: “Small quan- 
tities of alcohol, taken with meals, there- 
fore, tend to have a favorable action on 
digestion.” Finally, Sollmann states that 
“in chronic conditions good results might 
be expected in adynamic states where the 
circulation or tone is defective—in the 
course of convalescence from fevers or 
exhausting illnesses.” 

Dr. Cushny of London is the first cor- 
responding member of the Council of 
Pharmacy, and in his book, page 143, he 
says, when considering the food value of 
alcohol: “The final result of all these in- 
vestigations is that alcohol can take the 
place of some of the fats in the food and 
leads to the same economy of protein as 
the ordinary non-nitrogenous constituents 
of the dietary.” 

On page 150 Cushny says: “In sudden 
chill with tendency to fever alcohol is often 
of great benefit. Its efficacy would 
seem to be due to the relief of the conges- 

‘tion of the internal organs by the return 
of the blood to the skin.” 

Finally, it may not be out of place to 
quote Dr. Abraham Jacobi of New York, 
a president of the American Medical Asso- 
ciation, who wrote in American Medicine 
for September, 1913, that after sixty years 
of practice spent among the sick only, and 
the recovering and the dying, he advocates 
the free administration of alcohol in grave 
septic cases, and cites a case of diphtheria, 
in a girl of seven, who was taking half a 
pint a day, and for whom he ordered an- 
other half-pint; and, again, the case of a 


boy of three years with formidable symp- 
toms of mixed infection to whom he gave 
a pint of whisky daily, and he adds the 
significant words that he wishes his “read- 
ers to know that no amount of whisky will 
produce intoxication when its effect is 
wanted to combat sepsis.” He does not 
attempt to explain the effects. He adds: 
“Let somebody explain; meanwhile, take 
the hint.” 

I shall not deal with the referendum or 
vote taken by the Journal of the American 
Medical Association, except to point out 
that. a greater number of votes were cast in 
favor than against alcohol as a medicine, 
and that if the question had been fairly put 
the vote for alcohol would probably have 
been greater than it was, for the crucial 
question was if the physician thought the 
drug “necessary.” This is like asking a man 
in the tropics if a shade tree is necessary, or 
one in the north if a fur coat is necessary. 
In either instance it is not necessary, but 
quite advantageous. 

Now the first point I wish to emphasize 
is the difference between the use of alcohol 
in youth and age. It is not needful to re- 
peat that it is a substance burnt up in the 
body if taken in amounts not beyond the 
abilities of the body to oxidize it, and there- 
fore in healthy youth it is not only not 
necessary, but may be harmful, for in youth 
the oxidation processes of the economy are 
in full blast, and to add an easily oxidized 
factor to more difficultly oxidized food- 
stuffs is of course an error. In age the 
process is quite reversed: the processes of 
oxidation for various reasons are “baffled,” 
to use the fireman’s term, and the introduc- 
tion of a moderate amount of alcohol is 
like bringing up a low fire in the morning 
by putting pine sticks in the fire-box. These 
are crude terms, but they suffice to cover 
the point at issue. Now in some cases of 
disease a state akin to that of age is intro- 
duced, either because the patient cannot* 
take ordinary food, cannot digest it, cannot 
assimilate it, or loses it as fast as it is 
taken, as in diabetes. At this point alcohol 
takes its proper place, since it not only is 
absorbed without digestion, but is speedily 
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utilized, giving energy not only to the body 
in general, but to the digestive processes 
as well. In so-called health associated 
with fatigue of a severe type the world has 
recognized for years, instinctively it is true, 
that a drink of alcohol enables a man “too 
tired to eat,” to use the popular phrase, to 
take food and utilize it. His processes are 
like the fire in the grate that burns low; it 
needs a stick or two to make it function 
properly, but with this advantage, namely, 
with alcohol in the body there is no ash. 

You will recall too that Atwater and 
Benedict proved beyond doubt that the body 
can derive up to one-fifth of the total en- 
ergy it requires from alcohol. Again, alco- 
hol can, up to a certain point, replace 
carbohydrate food, which means that if 
alcohol and carbohydrate food are used 
simultaneously carbohydrate is spared from 
oxidation and added to the fuel reserve of 
the body. The same fact holds true in re- 
gard to fats. In regard to proteins it is 
of course true that alcohol cannot replace 
them, for they are necessary for the repair 
of tissue, but indirectly it is useful because 
if carbohydrates or fats are also used only 
a very small part of the protein is burnt 
up and a large part can be utilized for re- 
pair. Of course if more alcohol is given 
than the body can deal with it becomes, 
just as an excess of starch, fat or protein 
may become, harmful. The question then 
arises, what is an excess, or rather how 
are we to determine what is an excess? 
Speaking from the scientific standpoint the 
answer is that an excess is an amount 
greater than the body can burn up, but 
what the practitioner wants to know is how 
this point is to be determined clinically. 
Speaking roughly it is the odor of alcohol 
on the breath, or the finding of alcohol in 
the urine, and again the development of a 
mental state that reveals the early sedative 
or pretoxic state of the patient. 

In this connection it is interesting to con- 
sider studies to determine the quantity of 
alcohol in the blood at one time sufficient 
to produce what is called intoxication, not 
because the drug is to be pushed to that 
degree of action in medical practice, but 
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in order that some idea of the ability of 
the body to deal with it may be gained. 
Mellanby of England has studied this mat- 
ter with great care, as has also Schweis- 
heimer in Germany and others, and it has 
been found that symptoms of intoxication 
do not develop in a man in health until the 
proportion of the drug in the blood is 0.134 
to 0.153 per cent. This proportion neces- 
sitates the ingestion of three and one-half 
ounces of absolute alcohol, or the equiva- 
lent of six ounces of proof whisky. Note, 
however, this important point, which is not 
that six ounces of whisky taken at once 
cannot intoxicate if taken pure on an 
empty stomach, nor does it strictly define 
what intoxication is, but it practically 
means in the language of the proletariat 
“soused.” It is evident, therefore, that the 
doses given by medical men of whisky as 
a drug, namely, from one-half to one ounce, 
are far below an intoxication quantity, the 
more so as water, milk, or other food 
usually dilutes it and so slows absorption, 
and as fast as it is absorbed it is oxidized. 

It has also been shown that the heart is 
not depressed until the quantity present is 
0.5 per cent, which, as is pointed out in the 
Report of the British Control Board, would 
represent a dose of well over a pint of 
whisky at proof strength to a man weigh- 
ing 140 pounds. 

The next question is, how fast can the 
body utilize or destroy alcohol? This can- 
not be answered categorically because the 
factor of its form when ingested, its speed 
of absorption, and the oxidizing ability of 
the individual are all involved. It has been 
shown, however, that a given dose is gotten 
rid of completely in twenty-four hours by 
oxidation, if in bounds, or by oxidation and 
elimination if in excess. So, too, a febrile 
patient, or a man taking some exercise, will 
oxidize it far more rapidly than a well-fed 
inert man in health. 

Space does not suffice in which to bring 
proved evidence as to the effects of alcohol 
in medicinal amounts on all parts of the 
body, but there are some of these that 
should be considered, first stating that the 
idea that alcohol is a true stimulant is, of 



























course, utterly exploded. The laity believe 
it is, and the profession so speak of it by 
habit. The manner in which it got this 
reputation is easy to discover, for the man 
who felt cold and took it felt warm and 
better, and the sick man was stronger and 
had a better nervous tone and circulation. 
The observation that he was better was 
correct. The deduction that the result was 
due to stimulation was wrong. He was 
better in reality because his whole body 
was given an immediate source of energy, 
and not because his circulation was stim- 
ulated, but the parts suffering from ische- 
mia due to cold or poor circulation were 
supplied with blood by virtue of dilatation 
of contracted peripheral vessels, and more 
power is developed in the man actually 
feeble. In other words, equalization of the 
circulatory apparatus is what the man 
needed, not actually greater vigor in the 
flow of blood. Every one knows that the 
cold hands and feet of one who is chilled 
by a cold both become warm and are no 
longer livid or pale if alcohol is used. 

Now as to the blood, I became convinced 
years ago that alcohol increased the ability 
of the body to fight infection if used with 
proper dosage. Those of us who saw pre- 
antiseptic days also saw more septicemia 
in a week than is now seen in a year or two 
for every case suppurated, even if the pus 
was called “laudable” at times. 

Now the great surgeons of that day were 
firmly convinced that the best medicinal 
treatment was quinine, iron, and whisky in 
sepsis. I am well aware that it may be said 
that they were mistaken, but when such 
men as Agnew, Gross and Goodell, and a 
host of others reached deductions from 
hundreds of cases, what right have their 
successors with practically no experience 
to say they were wrong? 

A number of years ago I carried out 
some studies to see if alcohol had a power 
to increase the bacteriolytic power of the 
blood of those who were ill, and found that 
it did. 

Now as to brain and nervous system. 
Of all the parts of the body these are those 
which are never truly stimulated by alcohol. 
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Under its influence mental power dimin- 
ishes, although apparently the processes of 
the mind are more active, but they are 
more active in the sense that a wagon goes 
faster because the brakes are off than be- 
cause more real work is being done. No 
man in health ever did a difficult mental 
act better for alcohol, although he might 
make a ten strike by some brief mental 
outburst. There are hosts of experiments 
to prove that alcohol diminishes efficiency 
of the brain unless the amount is very 
small, and these results are used to prove 
that therefore alcohol is always injurious. 
On the contrary, in this land of excessive 
mental activity such a diminution is often 
highly desirable. It never seems to occur 
to some people that sedation is as good as 
stimulation, although nature forces upon 
us about one-third of our lives in a state 
of sedation called “sleep.” Furthermore, 
competent studies have shown that taking 
food also diminishes mental efficiency ; in- 
deed, food not only impairs efficiency but 
it fails to remove the inhibition of the 
higher centers which alcohol accomplishes. 
Such sedation or relaxation is often most 
advantageous. In disease it is still more 
so. Given a case of insomnia due to severe 
nervous stress and strain, or of insomnia 
due to feebleness in convalescence from 
typhoid fever, or insomnia complicating 
pneumonia or typhoid fever, is it not more 
reasonable to give a drug that induces 
sleep, gives energy, and acts as a tissue 
sparer, and is ali burnt up leaving no resi- 
due, namely, alcohol, or C,H,OH, than to 
give the bromides, which have to be elim- 
inated, or to give diethylbarbituric acid, 
2, 4, 6-trioxy-5-diethyl pyrimidin, a ureide 
derived from diethylmalonic acid, COOH.C 
(C,H,)COOH, and urea, CO(NH,),, 
commonly called barbital, the excretion 
of which is slow, and from which no 
less an authority than “New and Non- 
Official Remedies of the American Medical 
Association” states that the patient may 
suffer from lassitude, vertigo, headache, 
nausea, diarrhea and skin eruptions as its 
effects wear off. Barring the last symptom 
I think I have heard of these symptoms 
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occurring after alcohol, but only when 
taken in excess. 

Incidentally it is said by its opponents 
that alcoholic abuse causes a man to beat 
his wife. I sometimes wonder how many 
domestic difficulties have been bridged 
when alcohol used properly has taken the 
wire edge off a tired man, and by letting 
him down instead of “jacking him up” 
made him genial and easy-going. The 
whole problem of alcohol as a drug or a 
drink is controlled by the rules controlling 
other drugs, namely, common sense and 
moderation, for every remedy which has 
power for good has power for harm if 
abused. 

The title of this paper is “Alcohol and 
its Use in Medicine.” Some one may say 
that I have failed to recognize that its use 
in medicine may produce a habit. How 
true this is you can determine as well as 
I, but in an experience*of about forty 
years, which is fairly large as to opportu- 
nities for observation, I can say with truth 
that I have never seen it cause a habit in 
normal persons when first used during ill- 
ness. I can go a step further and say that 
I have never seen it cause a habit to the 
extent of producing evil in perfectly normal 
persons. I have seen it become a habit in 
many people considered normal, but while 
they might be charming to meet they were 
hell to live with. They belonged to the 
type that do not rise to the need of the 
hour; to the type that when his child dies 
gets drunk instead of being a comfort to the 
other parent, unable to be big enough to 
take the load and help a weaker vessel 
carry hers; a type that is brilliant, it may 
be, but which is not one which on sober 
thought you would expect to go with you 
“over the top” at the zero hour if he could 
help it; a type that in the language of the 
street lacks “guts” when “guts” are needed 
to win, or needs “Dutch courage” to fight, 
which means that he is naturally a coward 
whose senses have to be so stupefied that 
he does not know himself. 

It is said that alcoholic parents breed 
more freely than sober ones, and have a 
greatly increased percentage of degenerate 


THE THERAPEUTIC GAZETTE 


children, and so the conclusion is jumped 
at that alcoholism produces the degeneracy, 
when, in most cases, the degeneracy pro- 
duces the alcoholism. If the parents were 
not lacking they would not abuse alcohol. 
If it were true that alcohol always produces 
a habit to the extent of doing evil to all 
men, the population of the earth would have 
disappeared long ago. Millions have used it 
wisely, instinctively, or intelligently with 
benefit. Thousands have fallen under its. 
use, but the nice question for us as scien- 
tific men to determine is whether in an en- 
deavor to save the weakling from its abuse- 
we are not preserving a degenerate strain 
that were better destroyed before it multi- 
plies too far. To condemn alcohol as a 
drug is absurd, to control its use to some 
extent is wise, to prohibit its employment 
or to limit its medicinal use by the rulings 
of a layman who does not know anything 
about medicine is an infringement of a con- 
stitutional privilege. - No one in authority 
has a right to say it is legal to use a given 


road and then tell you that you can’t use 


that road except 100 feet a day if you 
want to travel one mile upon it, neither has 
any one a right to tell me that I may use 
alcohol as a drug and then tell me how 


much I shall employ. The road is used to. 


get there, and the drug is to be used to get 


there: in diabetes, typhoid fever, and in: 
pneumonia in the aged. In typhoid delirium. 


it is to be given for effect. 

And now let me say one final word lest 
some of my friends who are obsessed with 
the idea of protecting the weakling think 
ill of me. J don’t drink whisky, not be- 


cause I fear that it will give me the habit,. 


but because I don’t like it, so I am not a 
biased judge, but I believe that medicines 


are taken not because they please the palate, 


but because they do good, and that alcohol, 


and by that I mean good whisky or wine,. 


not alcohol and water, is one of the. best 
drugs we have when properly used—that 
is, in proper dose in proper cases at suitable 
times. Last of all, it may be remarked 
that for some unknown reason all drugs 
taste badly except one, and sometimes, in 
these days, even that does. 
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Editorial 


AN INTERESTING REPORT ON 


QUINIDINE. 

From time to time during the past three 
years, in the Editorial or Progress columns 
of the GAZETTE, we have seen to it that our 
readers have obtained the most recent 
information in regard to the exact value of 
quinidine sulphate with particular reference 
to its use in the presence of auricular 
fibrillation. We think there is no danger 
in making the statement that professional 
opinion is still in the making in regard to 
the employment of this drug. On the one 
hand we have the well-known warning of 
Sir James Mackenzie, that its use when it 
overcomes fibrillation is prone to result in 
embolism. Again, we have the statement 
by others of almost equal eminence, that to 
give it when the heart is fully under the 
influence of digitalis is dangerous. More 
recently we find that this so-called contra- 
indication is being ignored, and some prac- 
titioners are giving it when digitalis fails 
without any interval between the two 
courses of treatment, and still others are 
actually combining quinidine and digitalis 
during the same course of treatment. 

About a year ago the Cardiac Club of 
Edinburgh decided, after a discussion of 
the value of quinidine for fibrillation, to 
make a collective investigation concerning 
its usefulness, and in a recent issue of the 
Lancet Hay has combined the reports which 
were sent There were 166 patients 
suffering from auricular fibrillation and 
valvular disease of the heart, and 87 
patients with the same condition but no 
valvular disease. Naturally, amongst these 
individuals there were cases of arterio- 
sclerosis and myocardial degeneration, high 
blood-pressure, and syphilitic infection, with 
or without valvular lesion. There were 
also 12 thyrotoxic cases. One of the diffi- 
culties met with by Hay was the proper 
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classification of the patients, partly because 
the method of administration of the quini- 
dine varied so greatly ; thus one practitioner 
gave five grains three times a day, 
increasing to seven and later to ten. 
Others, on the other hand, gave the same 
dose five times a day or 25 grains in four 
days, and gave digitalis first to slow the 
heart, or gave it concurrently with the 
quinidine. Naturally it is difficult to com- 
pare cases having such variance in treat- 
ment. 

So, too, there was a lack of uniformity 
in treatment after the resumption of sinus 
rhythm. Some of the reporters followed 
the method of gradually reducing the dose 
of quinidine, and others stopped it at once 
as soon as fibrillation was arrested. Stilt 
others. reported upon the liability to 
relapse, finding that even massive doses 
failed to prevent recurrence. Taking it alk 
in all the general opinion seems to be that 
quinidine should be continued for some 
time after normal rhythm is restored. The 
cases furthermore could be divided into 
those in which there was complete failure, 
others in which there was temporary 
success, and others in which the results 
were permanent in the sense that normal 
rhythm was restored up to the date at 
which the report was made. It failed 
completely in 109, succeeded temporarily in 
67%, which means 176 ultimate failures, and 
a permanent success in 89. 

Passing on to a consideration of the 
safety of quinidine, Hay and his coworkers. 
well recognize its dangers. Amongst the 
286 patients, headache, nausea, vomiting, 
diarrhea, abdominal pain, dizziness, faint- 
ness, buzzing in the ears, general distress, a. 
sense of apprehension, palpitation, precor- 
dial pain, excessive ventricular rate, orthop- 
nea, sweating, toxic erythema and urticaria 
all took place. Manifestly, therefore, a 
fairly high percentage of patients presented 
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symptoms which more or less contraindi- 
cate the drug. Out of this number of 286, 
eight died suddenly, embolus occurring in 
seven of the eight. In the remaining case 
the death was apparently due to another 
cause. Of the seven that suffered from 
embolism, three had cerebral embolism, one 
had embolism of the right popliteal artery 
with consequent gangrene, another had 
embolism in the leg (artery not stated), 
and a third had embolism in the right 
brachial artery. Symptoms of ventricular 
stoppage were noted twice in cases of mitral 
stenosis, the patient presenting the Stokes- 
Adams syndrome. 

Hay asks the questions, after giving 
details of other patients who had very dis- 
agreeable symptoms: how far are patients 
benefited by the resumption of normal 
rhythm? and in which particular type of 
case should quinidine be exhibited? or, in 
other words, when is it worth while? The 
reply to these questions is that it is most 
likely to be of service when the fibrillation 
is of recent development and when there is 
but little cardiac enlargement and no 
valvular disease. Again, it does best in a 
patient in whom ‘the onset of fibrillation 
was due to some acute infection, as influ- 
enza. Still again he believes that quinidine 
has proved of great value when the fibrilla- 
tion is associated with exophthalmic goitre, 
especially where partial thyroidectomy has 
been performed. He then follows with 
these pregnant words: “Each case must be 
considered on its merits; often the results 
are far better and more permanent than 
was to be expected. More frequently, how- 
ever, they are disappointing.” 

The conditions which are unsuitable for 
quinidine, or in which a little good can be 
expected to result, are the presence of 
marked myocardial degeneration with old 
valvular lesions, and particularly if there is 
complete failure of compensation with 
venous engorgement. Here digitalis is the 
best drug. He also thinks that occasionally 
in a patient who has suffered severely from 
angina pectoris followed by fibrillation 


quinidine may restore normal rhythm. 
Idiosyncrasy to the drug may induce un- 
pleasant or even dangerous consequences. 

Very definite contraindications are old 
cases of acute or subacute infective endo- 
carditis or a history of embolism having 
occurred in some part of the body. It does 
not, therefore, follow that because quini- 
dine restores a normal rhythm the patient 
is going to materially improve. The con- 
sciousness of irregularity may disappear, 
but the actual progress of the patient may 
not be any more favorable. 

Hay believes that it is becoming increas- 
ingly evident that quinidine should be giyen 
only to carefully selected cases, but reiter- 
ates that there is marked unanimity as to 
its value in patients suffering from auricular 
fibrillation with exophthalmic goitre. 

To summarize the matter, therefore, the 
average physician, we think, should never 
employ quinidine offhand; he should use it 
with great caution as to his early doses, and 
certainly in the majority of instances should 
not employ it unless the patient is under 
absolute control and there is an opportunity 
before and after it is tried to determine the 
cardiac condition by use of the electrocar- 
diograph. 

Whether resort be had to full doses of 
digitalis or quinidine, an essential part of 
the treatment is rest in bed. 





SOME POINTS ON ANESTHETICS. 





Mennell, who is the senior anesthetist in 
St. Thomas’s Hospital, London, has re- 
cently paid a visit to the United States in 
order to study the methods of anesthesia 
commonly employed in numerous large hos- 
pitals. He tells us that he visited twelve 
large cities and over thirty hospitals. He 
mentions a number of points which are of 
interest over and above those connected 
with anesthesia, stating that Americans are 
undoubtedly very able business men and 
that they seem to have made a business of 
the medical profession. He then goes on 
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to state that there is little of the personal 
element which is known in England. He 
cannot make up his mind whether this is 
desirable or not. The patient becomes a 
case and his wishes are not considered. 
The latter statement we believe to be rarely 
correct. So, too, he finds that those who 
administer the anesthetic occupy a very 
subordinate position, but we do not think 
that they are quite as subordinate as Men- 
nell indicates, for he states that he (or she, 
as the case may be) has no will of his own, 
is not expected to know anything or take 
any responsibility, but that all he is expected 
to be able to do is to give a light anesthesia 
after preliminary medication, or gas and 
oxygen with a fool-proof machine. He 
believes that this is the reason why the 
so-called nurse anesthetist, which he found 
well distributed over the States, answers 
very well. He does not believe that Ameri- 
cans use ether anesthesia properly ; in other 
words, he advocates what hé calls good 
straight ether anesthesia, and he believes 
that this is best accomplished by the employ- 
ment of a graduate in medicine who has 
been well trained. 

Recognizing the advantages of ether he 
nevertheless wishes to insist upon the fact 
that chloroform has its uses, and was much 
impressed by what he calls the complete 
absence of this anesthetic in the United 
States. 

Mennell tells us that at many of the hos- 
pitals that he visited he was unannounced. 
He was surprised at the extent to which 
local anesthesia was used, and also sur- 
prised to see how little it was employed in 
abdominal work. When it was used he 
found that preliminary narcotics were em- 
ployed, but even then the patient was rest- 
less. Procaine was the drug which he 
found was largely used for local anesthesia. 
He also found that spinal anesthesia was 
under a cloud, and states that he could 
neither see nor hear of any splanchnic or 
regional anesthetic work, which rather 
indicates that he missed certain hospitals in 
which this method is employed. 


So, too, he states that he found compara- 
tively few institutions in which the interns 
did much administration of anesthetics. 
We do not believe that this holds true in 
regard to many of the American hospitals. 

The Lancet in referring to this communi- 
cation, in its editorial pages, points out 
that in England the conditions under which 
anesthetics are administered vary to some 
extent in different parts of the country and 
even in different hospitals in the same town, 
and recognizes that this must be true in 
America. 

From reading Mennell’s report, one 
would consider that anesthesia in the 
United States is considered rather lightly, 
but in the editorial to which we have just 
referred the Editor states that his impres- 
sion is that we invest anesthesia with more 
importance than the English. The Lancet 
also discusses the question of whole-time 
anesthetists and points out that while this 
plan possesses certain advantages, it also 
deprives a large number of young men of 
the training which is justly theirs while 
they are interns. While this experience 
may not be large enough to qualify them as 
experts, in all the hospitals with which we 
have been connected, the young fellow of 
average intelligence receives opportunities, 
under suitable guidance, to certainly qualify 
him at the end of his internship to at least 
administer ether successfully. 

The Lancet says that the most striking 
difference between the actual administra- 
tion of anesthetics in America and in Great 
Britain is the complete elimination of 
chloroform,from the former region. Here 
again we think that there is a misunder- 
standing. In certain parts of the United 
States chloroform is still often used, and 
we believe it is true that ether within the 
last two decades has been gradually dis- 
placing chloroform in Great Britain. The 
Lancet admits the greater danger of chloro- 
form when it uses these words: “They do 
not employ at all that drug to which the 
majority of anesthetic fatalities in Great 
Britain are attributable.” 
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ALCOHOL AND LIFE DURATION. 


Readers of the THERAPEUTIC GAZETTE 
‘will remember within the last year we have 
called attention to a notable contribution 
to the study of statistics, as they give us 
information concerning human beings, made 
by Raymond Pearl. It will be recalled that 
when American authorities sought the best 
Statistician along these lines they went to 
England to find such a one, and, somewhat 
ito their surprise, were informed that they 
had made a useless journey, beacuse in 
England they recognized Pearl as being 
facile princeps. 

For this reason, and also because of the 
‘constant interest which all educated persons 
must have in connection with the study of 
alcohol, we wish to call attention to a con- 
tribution made by Pearl to a recent issue 
of the British Medical Journal bearing the 
same title as this editorial note. 

As a teacher of Biometry and Vital Sta- 
tistics in the Johns Hopkins University, 
Pearl naturally took the city of Baltimore 
as the scene of his investigation. As a 
competent statistician he is well aware of 
the fact that statistics may at times be used 
to prove almost anything and that the num- 
ber of factors of error are by no means 
small, and again that only by the exclusion 
of every possible factor of error can statis- 
tics produce results which can be universally 
accepted by scientific men. 

Pearl employed trained eugenic field 
workers who visited the families investi- 
gated, and by long-continued and patient 
investigation got his facts with a high de- 
gree of accuracy, considering them too 
from the standpoint of habits of life, health 
history, racial stock, anthropological char- 
acteristics, exposure to tubeculosis and sim- 
ilar factors in all members of the family 
group. Furthermore, his material was all 
taken from one social and economic homo- 
geneous group of the city of Baltimore, 
forming what may be called working men’s 
families. He employed field workers speak- 
ing a variety of foreign languages so as ‘to 
get all the information from different na- 
tionalities, only excluding the negro because 


his experience had taught him that these 
people know little about their ancestors. 

An endeavor was made to start with 
individuals at birth, to record when the 
individual began to drink, and what and 
how much was consumed on the average.. 
Even the income of the family, or indi- 
vidual, was taken into account. He states 
that his figures are sufficiently large to yield 
trustworthy results, believing that over 
150,000 person-years exposure to risk may 
be considered a respectable total. He 
classifies the individual who gets drunk as 
a “heavy drinker,” and the person who 
commonly uses alcohol but never gets drunk 
as a “moderate drinker.” 

It is not possible in our space, nor would 
it be interesting to our readers, to go into 
the details by which a competent actuary 
statistician reaches his conclusions. For 
most of us it is sufficient to recognize that 
he knows how to do these things and to be 
interested in the conclusions at which he 
arrives. Many of our readers will be sur- 
prised to learn that he found at every 
age, from 30 to 100 years, inclusive, 
the so-called moderate class of drinkers, 
whether males or females, have a somewhat 
higher expectation of life than the persons 
in the abstainer class of the same ages. 

The two life curves are not widely dif- 
ferent, but what advantage there is lies 
with the moderate drinker. On the other 
hand, male persons in the all heavy class 
have a markedly lower expectation of life 
at all ages from 30 to 100 than male persons 
in the all moderate class, and a marked 
lower expectation of life than persons in 
the abstainer class up to and including age 
60, but from the age 60 on the expectation 
of life is somewhat, though not greatly, 
higher in the all heavy class than in the 
abstainer, going to prove what has been 
long taught by many persons that alcohol 
is of increased value in advanced years. 

In the case of females the expectation of 
life is markedly lower for the persons in 
the all heavy group than for the persons 
in the other two groups between 30 and 
100, but as Pearl well points out, the mod- 
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erate steady class, which is from certain 
points of view the most important one, 
shows consistently the highest expectation 
of life at all ages from 30 to 100 inclusive 
in the case of females and also in males, 
except that after 70 the all moderate male 
group have a very slightly higher expecta- 
tion than the moderate steady male group. 

As Pearl well says, these conclusions are 
drawn from what is believed to be demon- 
strably the most critically adequate mate- 
rial, considering both quality and quantity, 
which has ever been available for the study 
of the problem of the influence. of alcohol 
upon the duration of life. 

While we quote Pearl’s research as pub- 
lished in the British Medical Journal, never- 
theless it is of interest to know that the 
substance of this paper was presented to 
the National Academy of Sciences at its 
annual meeting in Washington on April 29 
of the year 1924. 





THE SAFETY OF MODERN 
HYPNOTICS. 


a 


Within the last thirty years chemistry 
has provided the medical profession with 
a very considerable number of valuable 
drugs which are more or less efficient in 
the production of nervous quiet and sleep. 
Before their introduction it was generally 
considered that chloral was the purest sleep 
producer that we had; that is to say, that 
it produced a sleep more nearly resembling 
natural sleep than any other drug. We are 
not sure that this view of chloral does not 
still hold true, and we are also firmly con- 
vinced that in a considerable proportion of 
cases it is quite the equal if not the superior 
of the newer drugs. The fact that it is 
capable of acting as a cardiac depressant, 
particularly if marked cardiac degenera- 
tion is present, has led the profession to 
supplant it by the newer drugs, or to be 
so timorous in its employment that the 
doses used are inadequate, with the result 
that disappointment of the patient and 
physician ensues. 


A fairly large experience has not re- 
vealed that a dose of 20 grains is excessive, 
provided no definite contraindications exist. 
On the other hand, doses of 5 or 10 grains, 
when an active sleep producer is required, 
often fail. 

Furthermore, chloral is rarely followed 
by the condition of mental numbness which. 
the newer hypnotics often produce if they 
are taken late at night, or if the kidneys. 
are not active in their elimination. 

On the other hand, it is to be pointed 
out that these so-called modern hypnotics 
undoubtedly produce an excellent sleep if 
taken at the proper time and in the proper 
way, and that their toxic power in the sense 
of being able to produce unfavorable results. 
is exceedingly low. Attention has been 
called to this matter again and again by 
various clinical reports in which doses. 
many times greater than ordinary therapeu- 
tic amounts have been recorded without 
death ensuing. As an illustration of this 
Nichol has reported in a recent issue of the 
British Medical Journal an instance in 
which a woman of forty-four years not 
only took dial tablets in excess, but paralde- 
hyde as well. It was estimated that eleven. 
tablets had been taken, containing 1% 
grains each, and that\about 5% drachms 
of paraldehyde had been ingested. The 
patient was found unconscious with dilated 
pupils, loss of conjunctival reflex, slow, 
shallow respirations, with a pulse of 68, 
and slight cyanosis. It was impossible to 
rouse her. The stomach was washed out 
with warm water and an enema of black 
coffee given after washing out the rectum. 
This was the condition at 8:45 in the morn- 
ing. At 11:30 her color had improved, but 
she was still profoundly unconscious and 
presented the appearance of a patient in a 
peaceful sleep. The stomach was again 
washed out and black coffee again adminis- 
tered by rectum but not retained. That 
evening caffeine sodium salicylate, in the 
dose of one grain, was ordered to be given 
hypodermically every four hours. The un- 
consciousness persisted until 6 p.m. At 
7:30 she began to rouse, but did not appear 
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to hear anything nor to feel painful stimuli. 
Shortly afterwards she again relapsed into 
unconsciousness. Repeated catheterization 
got a total of 54 ounces of urine, probably 
because continuous rectal saline was used. 
At 1:15 the following morning she again 
roused and was very restless. At 2 she rec- 
ognized the nurse. At 3:15 she passed 30 
ounces of urine, and three and a half hours 
later 15 ounces, and then seemed quite her- 
self again, stating that she felt perfectly 
well in every respect, and within thirty-six 
hours of the time that she had swallowed 
the medicine she ate well, looked well, and 
was at ease. 

Aside from the fact that the report of 
this case shows that dial and paraldehyde 
have a low lethal influence, there are other 
points of interest. In the first place, we 
cannot believe that any material advantage 
arose from the use of one grain of caffeine 
sodio-salicylate. Only half of this dose is 
caffeine, and half a grain of caffeine every 
four hours is futile. If it is used under 
such circumstances 3 to 5 grains should be 
employed, whether it be to stimulate vital 
function or to act as a diuretic. 

The next point of interest is the wisdom 
of having administered saline solution by 
the rectum, and having left in the stomach 
after lavage a pint of water. By this 
means free diuresis occurred and presum- 
ably aided materially in the elimination of 
the drugs. 





ANOTHER NOTE ON THE USE 
OF DIGITALIS. 





While we have no statistics at hand, we 
assume that it is a fact that digitalis is 
probably administered as frequently, if not 
more frequently, than the two standard 
drugs morphine and mercury. We also 
believe it to be a fact that few drugs have 
been studied as thoroughly in the laboratory 
and at the bedside as has digitalis, and, 
finally, we assert without fear of contradic- 
tion that our knowledge in regard to the 
finer points concerning its influence is still 
sadly lacking in several respects. 





Notwithstanding the fact that a number 
of papers have been published which em- 
phasize the point, we believe that many 
practitioners are still using digitalis as an 
emergency remedy—that is to say, in the 
presence of acute collapse or sharp mani- 
festations of ruptured cardiac compensa- 
tion—yet all the reliable information which 
we have is to the effect that digitalis pro- 
duces its effects with a slowness which is 
not characteristic of any other drug, and, 
therefore, caffeine, strychnine, atropine and 
other remedies are the agents indicated 
under these conditions, it being borne in 
mind that when digitalis is relied upon and 
the patient gets better, the improvement 
takes place first and the digitalis effect 
occurs later. 

In an interesting paper the effects of one 
particular type of digitalis have recently 
been published by Clarke. He gave the 
drug to human beings suffering from va- 
rious conditions, in whom it was injected 
intravenously, intramuscularly, and admin- 
istered by the mouth, and found that often 
when it was given intravenously it was one 
hour before its maximum effect was exer- 
cised, when given intramuscularly an hour 
and a half, and when given by the mouth 
two hours and forty-five minutes, but that 
if the average time of all the patients was 
taken, it required nearly four hours for the 
intravenous injection to produce its maxi- 
mum effect, about the same length of time 
for the intramuscular injection, and six 
hours when given by the mouth. The latest 
maximum showing was six hours by the 
vein, six hours and fifteen minutes by the 
intramuscular pathway, and eleven hours 
and thirty minutes when given by the 
mouth. 

The question as to what symptoms shall 
be considered as representing the maximum 
effect is, of course, an interesting one, but 
apparently Clarke believes that lowering, or 
inversion, of the T wave, as shown by the 
electrocardiograph, is the best gauge for 
clinical purposes as it is the earliest electro- 
cardiographical change. He quotes Pardee 
as having found that this change occurs in 
from two to four hours after the oral ad- 
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ministration of tincture digitalis in the dose 
equal to one minim per pound of body 
weight; in other words, about two and a 
half drachms. As much smaller doses than 
these are often given, it is reasonable to 
suppose that even greater delay in estab- 
lishing a maximum effect usually occurs. 

From what has just been said it is evi- 
dent that the difference between intrave- 
nous and intramuscular injection, so far as 
the early development of the physiological 
action is concerned, is negligible, and this 
raises the question as to whether it is wise 
to administer digitalis by the vein, because 
if the intramuscular injection is equally 
prompt it must be definitely more safe. 

Clarke, in the American Journal of Med- 
ical Sciences, quotes Wolfer as stating that 
he had never been able to find in the litera- 
ture the occurrence of unfavorable symp- 
toms or death from digitalis given intra- 
venously. On the other hand, Clarke states 
that it has been his unfortunate experience 
to have had two cases, out of a compara- 
tively small number of patients, in which 
death could be fairly attributed to this use 
of the drug. 

We wish to emphasize this latter point, 
because many medical men having found 
that large doses of digitalis are often ad- 
vantageous have jumped to the conclusion 
that when immediate effects were necessary 
it should be given by the vein. 

The point that we made at the beginning 
of this editorial note, to wit, that digitalis 
acts too slowly to be of any value in com- 
bating symptoms which require immediate 
attention, is emphasized still more by 
Clarke in the concluding portion of his con- 
tribution, in which he states that the aver- 
age slowing of the rate of the heart in- 
duced by digitalis occurs between three and 
four hours when given by the vein and six 
hours when given by the mouth. 

Finally we believe that there is a good 
deal of difference between the boldness 
with which digitalis should be given in 
massive doses in ordinary bedside practice 
as compared with hospital practice where 
the patient’s condition before and after the 


use of the drug can be gauged by the use 
of the electrocardiograph. To give the av- 
erage patient, without electrocardiographic 
investigation, who may be suffering from 
ruptured compensation or disordered heart 
action, the massive doses which have been 
advocated chiefly by what may be called 
the New York School of Digitalis Therapy, 
we have long held to be distinctly danger- 
ous. This holds true not only in cases of 
ruptured compensation complicating valvu- 
lar disease, but also its administration dur- 
ing the course of the acute infectious dis- 
eases, notably pneumonia. It is entirely 
possible that in some instances one or more 
massive doses may save life. It is equally 
possible that if partial or complete heart 
block is imminent or present, such doses 
may produce a fatal ending. 





TUBERCULOUS CERVICAL 
GLANDS. 


In both large and small hospital services 
there has been a change, both quantitative 
and qualitative, in the affections for which 
patients apply that they may be benefited by 
surgical intervention. 

Among the qualitative changes, and work- 
ing enormously for the benefit of the public 
at large, may be mentioned those incident 
to timely diagnosis, such as early appendi- 
citis, early goitre, early cholecystitis, early 
pylorospasm, and particularly early cancer, 
or conditions which commonly precede it. 

Among the quantitative changes none is 
perhaps more striking than that incident to 
the work of the nose and throat specialists 
and the odontologists in ablating infected 
foci and thus preventing systemic poison- 
ing, cardiovascular and joint degenerations, 
and inflammatory enlargement of the lymph 
nodes of the neck. There are in this region 
two sets of lymph nodes, one superficial, 
including those lying just behind the sym- 
physis of the lower jaw, beneath and 
around the submaxillary gland and along 
the course of the external jugular veins, 
draining the mucosa of the buccal cavity 
and the dermal surfaces of the ear and 
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scalp, and one deep, lying along the course 
of the internal jugular vein; into them 
drains the lymph from the nasopharynx. 

As a result of repeated acute or chronic 
inflammation, these nodes may become per- 
manently enlarged. Indeed, one of the 
signs of recurrent or old chronic tonsillar 
infection is an enlarged lymph node at the 
angle of the jaw. 

In their beginning, and at times through 
their entire course, these lymph nodes rep- 
resent simply an inflammatory hyperplasia, 
attended by an ultimate sclerosing process. 
In some cases they represent tuberculous 
involvement. 

Davies-Colley (British Medical Journal, 
Aug. 16, 1924) holds that the distinction 
between the tuberculous and non-tubercu- 
lous inflammatory node is easily made and 
is based entirely on the persistence of the 
enlargement. With this concept compara- 
tively few surgeons will be in accord, since 
the group of superficial nodes draining the 
scalp and lying posterior to the sterno- 
clavicular muscle exhibits in cases of pedi- 
culosis a chronic enlargement entirely in- 
distinguishable from that incident to tuber- 
culosis. Moreover, these nodes may soften 
and break ‘down much as do the tuberculous 
nodes, or those chronically inflamed from 
other infections. Probably the surest way 
of diagnosing tuberculous from non-tuber- 
culous nodes is by animal inoculation, or by 
the microscope. 

The first step in the treatment of these 
chronically enlarged nodes lies in the abla- 
tion of the focus of infection. This is be- 
ing done with thoroughness and enthusiasm 
by the dentist and the nose and throat men, 
an enthusiasm which sometimes leads to 
just criticism because of operations advised 
and performed without adequate evidence 
for their need. The presence of the nodes, 
however, is conclusive evidence of an 
infection, and in themselves these nodes 
usually indicate chronic local infection if 
Hodgkin’s disease be eliminated, and the 
need for at least thorough local cleansing, 
if not for more radical interference. 

Davies-Colley strongly advocates excision 
of these nodes and complete excision, hold- 


ing that thus a cure is promptly and rad- 
ically accomplished. He warns against 
conservative treatment on the basis that it 
is time comsuming and that it leaves a 
focus of infection which may on occasion 
be changed from a latent to an active con- 
dition and infect the entire system. He 
further holds that complete ablation may be 
accomplished with little or no danger, and 
with such trifling scar as to be immpercepti- 
ble. He seems to favor block dissection. 

Undoubtedly there are cases in which 
such procedure is clearly indicated. It is 
equally certain that the vast majority of 
cases can be treated more simply, safely 
and efficiently by other than operative 
measures. 

The treatment after removal or suppres- 
sion of focal infection, which is not infre- 
quently followed by a softening of the first 
glands into which the lymph from this sec- 
tion drains, lies in general hygiene, expo- 
sure to sun, radiation and x-rays, and punc- 
ture of softened areas when tension be- 
comes so great as to interfere with local 
circulation; without drainage and under 
strictly clean conditions. Nodes which are 
already broken down, and are discharging 
through sinuses, should be cleansed and 
sterilized by-a chlorine preparation, and 
provision should be made for free drainage 
of the infected necrotic tissue; removal of 
the latter by curetting is at times advisable. 

The advice of Davies-Colley to widely 
remove the regions in which such suppurat- 
ing sinuses lie is not in accord with usual 
practice. 





EMPYEMA IN CHILDREN. 





To the’ practitioners, and particularly to 
those connected with the children’s hos- 
pitals, it is well known that pneumonia is 
attended by a high mortality in infants, dur- 
ing their first year, reaching 66 per cent. 
It is almost as high in those under two 
years of age; moreover, it is commonest in 
this year. Thereafter it drops both in fre- 
quency and mortality, becoming after the 
eighth year a disease attended by a low mor- 
tality. Complicating empyema is an inci- 
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dental process, in itself rarely fatal, requir- 
ing however, and with an urgency depen- 
dent upon the extent of pressure interfer- 
ence with function, that relief called for 
by any collection of pus, except that due to 
tubercular infection. 

Ladd and Cutler (Surgery, Gynecology 
and Obstetrics, October, 1924) note that 
aside from the age of the child the nature 
of the infection is the main factor in mor- 
tality. Of 160 patients with pneumococcus 
infection there was a mortality of some- 
thing over 15 per cent. Thirty-five patients 
with streptococcus infection gave a mor- 
tality of over 28 per cent. Miscellaneous 
infections—i.e., those showing growths of 
different kinds, to-wit, staphylococcus, 
streptococcus, pneumococcus, and other 
forms—gave a mortality a little short of 15 
per cent. 

The development of empyema incident to 
pneumonia calls for prompt intervention, 
usually because of interference with breath- 
ing incident to pressure. Nor should in- 
tervention be practiced during the acute 
pneumonic process unless symptoms of 
such interference develop. 

There is some reason to believe that the 
pleural effusion may in itself be beneficial. 
This from a number of standpoints, but 
particularly from that of securing partial 
rest to the acutely inflamed lung. On the 
subsidence of hyperacute or acute pulmon- 
ary processes it is the usual surgical prac- 
tice to evacuate the retained pus in the be- 
lief that this is the cause of continued sep- 
tic manifestations. The evacuation should 
be simple, swift, and painless, or as nearly 
so as this can be made. Usually it is se- 
cured by an incision through the skin, sub- 
cutaneous fat and aponeurosis covering the 
muscles of an intercostal space; this under 
infiltration anesthesia. This incision is made 
of such size that as large a cannula as the 
intércostal space will admit may be passed 
into it, and, armed with its trocar, may be 
thrust through the muscles and into the 
abscess cavity. The trocar is withdrawn, 
and is at once replaced by a clamped rubber 
tube of as large a size as can be passed 
through the cannula, which is then with- 


drawn. The rubber tube is secured in place 
by a stitch, its outer extremity is dipped 
below the surface of fluid placed in a bottle 
which is at a lower level than the chest to be 
drained, the clamp is removed from the 
tube, and there results a gentle suction 
drainage without the entrance of air into 
the chest cavity. 

Ladd and Cutler report as the result of 
42 cases of intercostal drainage that they 
were compelled to reoperate in 50 per cent 
of these cases; to provide more adequate 
drainage, or to free the lung so that it 
might expand and close the cavity. 

They resected the ribs of 226 patients 
with a group mortality of nearly 16 per 
cent. In 10 of these patients secondary 
operations were needful. 

Of the 153 cases operated on under ether 
anesthesia 27 died, a mortality of 17% per 
cent. Forty-five cases operated on under 
novocaine anesthesia were followed by 10 
deaths, a mortality of something over 22 
per cent. Of fifty-eight patients operated 
on under nitrous oxide, the mortality was 
15% per cent. 

The objection to novocaine anesthesia is 
incident to the fact that it is scarcely ap- 
plicable to highly nervous children and that 
it does not allow of that complete operation 
which insures in all cases adequate drain- 
age. Ladd and Cutler attribute the high 
mortality in their series following this form 
of anesthesia to the fact that it was used 
in cases so ill that other anesthetics were 
contraindicated. The usual causes of death 
following operation for empyema were sec- 
ondary pneumonia, sepsis, and toxemia. 
The usual cause for the failure of intercos- 
tal drainage in the empyema of children, 
and for that matter of adults also, is inci- 
dent to a blocking of the tube by a thick, 
often a membranous discharge, resulting 
in damming back of the secretions. Under 
the use of Dakin’s solution discharge can be 
kept fluid. 

There is what is called the “pleural re- 
flex,” for want of a better term, by virtue of 
which irrigations sometimes result in sud- 
den death. Moreover, even the puncture 
of the pleura has been followed by this 
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result. Ladd and Cutler note that such 
stidden unexplained death occurred twice 
in children who were apparently progress- 
ing satisfactorily. These deaths may have 
been incident to this still unexplained 
pleural reflex. 

Many ingenious devices have been in- 
vented and used, having for their end the 
free discharge of fluid from the pleural 
cavity and the avoidance of air entrance. 
None of them are better than a tube which 
neatly fits the lumen of the cannula intro- 
duced through the chest walls. On the 
withdrawal of the cannula the soft walls 


close around this tube and effectively pre- 
vent air entrance for at least one, two, or 
three days; and thereafter if supplemented 
by proper dressings. 

It is probable that few of the deaths 
shortly following empyema operations are 
due either to the operation or to its failure 
to provide complete and adequate drainage. 
The latter condition may imply long in- 
validism and difficult secondary operations. 
Death following operative procedure by 
days or weeks is usually incident to an 
underlying lung condition, or to a sepsis so 
profound that recovery is not possible. 





Progress in ‘Therapeutics 


Medical Therapeutics 


Rickets. 

The Journal of Laboratory and Clinical 
Medicine ior July, 1924, in an editorial on 
this subject reminds us that, to a certain 
large degree, rickets is prevented in infants 
by breast feeding. It is, as a rule, after 
artificial feeding commences that the dis- 
ease appears, and then it begins either in 
closely-housed infants on good diets or in 
badly-fed infants poorly housed. During 
the dark months of the year when children 
must be kept protected and are therefore 
inactive, cod-liver oil will take the place the 
sunlight holds in the brighter months. 
Chick has shown that 90 per cent of the 
children she used for study, with the best 
food and care, showed unmistakable radio- 
graphic signs of rickets in the course of 
the winter and spring months, when they 
were housed. Rickets was absolutely pre- 
vented by a small amount of cod-liver oil 
given to the control children. When 
affected children were out-of-doors in the 
sun the rickets was cured rapidly. Those 
who were out-of-doors at night and not in 
the daytime remained unimproved. 

The conditions upon which the develop- 


ment of rickets depends are known, but this 
does not mean that the cause of the disease 
has been discovered. Not until it is known 
why calcium is deposited in any tissue and 
what results in this deposition will the cause 
be known. Until the physiology of calcium 
metabolism is known we cannot understand 
completely the pathology. 

In rickets there is certainly a deficiency of 
calcium and of phosphorus in the bones, 
and yet it is certain that many children 
who receive in their diets far more of both 
elements than can possibly be utilized con- 
tract the disease. Apparently such chil- 
dren make no use of them. Under the 
influence of cod-liver oil on the one hand 
and of sunlight or ultraviolet rays on the 
other, the state of affairs is changed and the 
necessary amounts of the elements are 
utilized. 

A new aspect of the situation was de- 
veloped when it was determined by blood 
chemical studies that the blood phosphorus 
was lowered in rickets, and that the blood 
calcium might be lowered. This is of 
great interest because a child receiving 
undiluted cow’s milk may ingest nearly 
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seven times as much phosphorus as does 
the breast-fed child, and yet the phosphorus 
of the serum of the former may be only 
half that of the latter. Continued studies 
on experimental animals have shown that 
there are two types of rickets-producing 
diets, the one very low in calcium with a 
moderate amount of phosphorus; the other 
relatively low in phosphorus with a very 
high calcium content. On either diet rats 
develop rickets. But when the animals, 
irrespective of the diet, are treated with 
cod-liver oil or ultraviolet radiations or sun- 
light, the rachitic lesions heal rapidly. 
There is considerable discussion based 
upon theoretical grounds as to why a suf- 
ficient supply ef phorphorus and calcium in 
the intestinal tract is not absorbed, and 
why, once it is absorbed, normal calcifica- 
tion of bones does not occur. It seems 
true, however, that an increase of fat in 
the diet facilitates absorption of both phos- 
phorus and calcium. It appears that sun- 


light acts in the same way, for under either 


form of treatment there is a marked reten- 
tion of both calcium and phosphorus. 

If this be the true state of affairs, then 
the foundation of the disease lies in a 
defective absorptive power of the intestines 
for calcium and phosphorus. This defect 
is remedied by the use of certain oils or of 
irradiations. 





An Improved Prophylactic Method of 
Treatment of Eclampsia. 


In the Lancet of July 12, 1924, Stroca- 
NOFF states it appears that in America the 
mortality from eclampsia is very great. 
Leighton states that the death-rate in line 
of the chief gynecological institutions for 
five years reached 38.4 per cent. Rickets 
states that in the United States 4000 
mothers die annually of eclampsia, whilst, 
according to Stricker Coles, the average 
number of cases in that country amounts 
to 7500 per annum. If these figures 
are correct, the mortality reaches the 
enormous figure of 53.5 per cent. Ham- 
merschlag also points out that the mortality 


from eclampsia in the United States is 
higher than in Europe. Whereas, in Paris, 
Berlin, Budapest, and Milan the mortality 
from eclampsia was about 1 to each 1000 
deaths amongst women, in Chicago the pro- 
portion was 1.9, in San Francisco 2.9, and 
in New Orleans even 6.4 among the whites 
and 3.4 among the colored population. 
There is reason to believe that the applica- 
tion of the improved prophylactic method 
of treatment of this disease will diminish 
the mortality by at least half. 

The following is the brief scheme of his 
method of treatment: 

Eclamptic patients in most cases die from 
the destructive action of the fits upon the 
heart, respiratory center, etc. Therefore 
the fits must be repressed. Eclampsias sub 
graviditate and eclampsias sub partu are 
treated with equal energy. Postpartum 
eclampsias have a milder course, and there- 
fore in most cases require the administra- 
tion of small doses of narcotics. Sometimes 
they are extremely severe and then require 
maximum doses. During the fits the pa- 
tient should be protected against injuries, 
the tongue protected against bites, and oxy- 
gen should be given after fits to remove 
asphyxia. Chloroform is harmful in typ- 
ical fits, but if the patient is breathing 
(clonic convulsions) it is useful. 

1. (a) All noise to be eliminated, (b) 
room darkened, (c) examinations reduced 
to a minimum, (d) if possible provide 
separate room and constant observation. 
Transfer to room under chloroform. 

2. Morphine and chloral hydrate accord- 
ing to scheme below. 

The beginning of treatment: 1/4 grain 
(1/6 to 1/3 gr.) morphine hypodermically, 
with 30 grains chloral hydrate per os or per 
rectum. Three hours from the beginning 
of the treatment give 1/4 grain (1/6 to 
1/3 gr.) morphine hypodermically. After 
? hours repeat first treatment; at 13 hours, 
22 grains chloral hydrate; at 21 hours, 22 
grains chloral hydrate. These doses are 
increased in severe eclampsia in the case of 
strong individuals, and diminished in mild 
forms. When patient is conscious chloral 
hydrate is introduced per os, and in uncon- 
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scious condition per rectum with milk and 
physiological salt solution. During the first 
two intervals he frequently administers 
chloroform 10 to 20 minims in the presence 
of prodromata of a fit. On the second day 
undelivered patients receive 15 to 22 grains 
chloral hydrate t. i. d. In the absence of 
fits during 14 hours and when the patient is 
in good condition the dosage may be di- 
minished. 

3. If the fit recurs two to three times, or 
even once in severe form, in spite of admin- 
istration of morphine and chloral hydrate, it 
is necessary to perform venesection, draw- 
ing off 400 cc of blood. This is not re- 
sorted to if delivery is expected within the 
next one to two hours. 

4. As soon as the eclamptic patient can 
be delivered without harm to herself and 
child, delivery is undertaken, either with 
forceps, by extraction, or rarely by version. 
In the absence of contraindications the bag 
of membranes is ruptured, if the os has 
dilated to two fingers in a multipara, and 
about three fingers in a primipara. 

5. Kidneys and skin. Patient kept warm 
with hot-water bottles at the feet and in 
the region of the kidneys; hot tea diluted 
with milk should be given; unconscious 
patients must have milk and physiological 
salt solution (a4 about 1000 cc per diem), 
usually with chloral hydrate, per rectum. 

Oxygen after a fit, pure warm air, re- 
moval of all hindrances to respiratory 
movements ; unconscious eclamptic patients 
should be kept chiefly on the right side; 
careful cleansing of the mouth and nose 
from mucus, blood and vomited matter. 

Administration of fluids, when weaned 
after numerous fits—digitalis (if the pulse- 
rate is 110 or higher)—and when the heart 
is still weaker, camphor and caffeine. Pa- 
tients admitted from outside after six or 
more fits immediately undergo narcotic 
treatment and venesection. Continuous 
observation of patient and child during the 
first twenty-four hours after delivery. In 
very severe cases 135 grains chloral hydrate 
and 3/5 grain morphine are introduced in 
the course of fourteen hours (the admin- 
istration of narcotics is much more frequent 


than is shown in the scheme, untfl the fits 
cease) plus chloroform narcosis several 
times. The forerunners of a fit are: in- 
crease of headache (which is recognizable 
in unconscious patients by the expression 
of the face, restlessness in bed), convulsive 
contractions, dimming of vision, and espe- 
cially increase of blood-pressure. 

He expresses his confidence that all the 
light cases of eclampsia will recover if the 
method is applied in the proper manner ; the 
severe cases also should not prove fatal 
provided they do not contract pneumonia 
or sepsis. 





The Use of Concentrated Foods in the 
Feeding of Infants and Children. 


In Minnesota Medicine for July, 1924, 
Cosy states that among the present-day 
preparations receiving most attention are: 

Thick cereal mixture with the directions 
given by Sauer forming a basis for various 
formulas as used by Graves, Chapin, Mix- 
sell, and others. Sauer’s directions are: 
to 9 ounces of skim milk and 12 ounces of 
water add 6 tablespoons farina and 3 table- 
spoons dextri-maltose. Cook until thick. 

The Dubo of Schick, whole milk with 17 
per cent sugar. 

The concentrated eiweiss of Finkelstein, 
prepared as the original eiweiss without the 
addition of water, plus 10 to 20 per cent 
carbohydrate. 

The Czerny - Kleinschmidt butter-flour 
mixture. Ingredients: 7 grammes butter, 
5 grammes sugar, 7 grammes flour, 100 cc 
water. To be mixed with milk as indicated. 
For ease of preparation three times these 
amounts can be used. The butter is heated 
in a pan over a slow flame until bubbles 
appear and any odor of volatile fatty acid 
has disappeared. To this the flour is now 
carefully added and both ingredients again 
gently cooked with continuous stirring until 
they become a thin, smooth, brown mixture 
—to which is added the previously warmed 
water in which the sugar has been dis- 
solved. The mixture is again brought to a 
boil, strained, and then added to the desired 
amounts of milk. 
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The butter-flour whole milk and the but- 
ter-flour cereal of Moro. The butter-flour 
whole milk is composed of 5 grammes of 
butter, 3 grammes of flour, 7 grammes of 
sugar, and 100 grammes of whole milk. 
This is prepared much the same as C.-K. 
butter-flour mixture except that the vola- 
tile fatty acids are not driven off by heat. 

The butter-flour cereal is made with 5 
grammes of butter, 7 grammes of flour, 5 
grammes of sugar, and 100 grammes of 
whole milk. This is boiled to a cereal and 
fed with a spoon. 

In the discussion of the value of the con- 
centrated feedings there is much of interest. 
That the thick cereal feedings are of de- 
cided value in pylorospasm most investiga- 
tors agree. Since the work of Sauer many 
results have been published. That it has a 
quieting effect on a sensitive, irritable 
pylorus there is no doubt. It also prevents 
aerophagy, which is an important element 
in the production. of habitual vomiting. 
Also due to its composition it cannot be 
vomited as easily as the thin mixtures. 
Preliminary gruel feedings often stop a 
mild vomiting in breast-fed infants in a 
day or two. As a complemental feeding to 
the breast-fed infants who do not thrive in 
the first six months it is excellent because it 
adds severdl carbohydrates to the diet in 
concentrated form without the giving of 
much fluids. Its use, however, is limited to 
those infants without a nutritional disturb- 
ance. Many pediatrists claim that breast-fed 
infants take the gruel feedings earlier than 
those artificially fed because the breast 
milk furthers the digestion of the starches. 
In exudative diathesis of the edematous 


form it allows the giving of food without . 


the additional amount of fluid. In consti- 
pation it adds bulk and may be very laxa- 
tive if sufficient carbohydrate is added. 
In chronic bad feeders good results are 
published by Chapin, Mixsell, and Graves. 

Chapin reports a series of twenty cases 
of marasmus treated with whole-milk mix- 
tures, with the addition of flour and sugar 
in various proportions, in which the results 
were for the most part good and an analysis 
of the stool showed an assimilation of car- 


bohydrate almost comparable to that of 
normal children. Graves had good results 
with thick cereal mixtures made with farina 
and cream of wheat, which he prefers 
because of their property of expansion, 
making a thick mixture with the addition 
of a minimum amount of starch. He lays 
emphasis upon the examination of the 
stools. However, the presence of starch in 
the stools if symptoms of colic are absent 
is not of great importance. In normal 
nursing babies an insufficient supply of 
breast milk may be supplemented by the 
cereal feedings, and the infant who re 
ceives solid food early in life has a firm- 
ness and an excellent muscle tone that is 
lacking in babies kept too long on a milk 
diet only. The early feeding is also an 
advantage in paving the way to the. easy 
addition of other foods when the time 
comes. : 





Treatment of Vincent’s Angina by 
Antimony. 

DriscoLt in the Virginia Medical 
Monthly ior July, 1924, states that Vin- 
cent’s angina and trench mouth are identi- 
cal, and after treating in all about fifty 
cases of trench mouth with brilliant re- 
sults, especially as to the large ulcers 
encountered, he feels that he may give 
with a reasonable degree of confidence the 
result of treating this condition in the 
throat. 

He believes that we have a specific in the 
therapeusis of Vincent’s in the form of 
arsphenamines. This may or may not be 
true, but he does know that this is not a 
uniform opinion, as he has repeatedly had 
throat specialists tell him that this or that 
case did not clear up after “606” treatment, 
and he thought perhaps in those cases it 
might not be amiss to use the treatment 
about to be enumerated. 

His report is only a preliminary one, as 
he will ultimately report the results of a 
greater number of cases, to prove or dis- 
prove his idea. The following case his- 
tories are pertinent to the subject: 
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Case 1.—J. E. W., male, aged twenty- 
‘four, consulted him January 4, 1924, be- 
cause he thought there was a recurrence of 
syphilis in the throat. There was a dis- 
tinct ulcerated, punched-out area on both 
tonsils, and an ulcer on the right pillar, 
‘involving about one-half of the tonsillar 
‘area. This membrane was of a yellowish- 
white appearance, and the throat was very 
painful. Temperature 101.5° F. Patient 
somewhat ill. No signs of syphilis else- 
where, and in view of the fact that the 
patient had been treated rather intensively 
a few months previously, he felt that such 
an extensive area involved was improbably 
syphilitic. 

A tentative diagnosis of Vincent’s angina 
was made. This was confirmed by finding 
the spironema vincentii and the bacillus 
fusiformis. The specimen was stained 
with carbolated gentian violet. 

The course of treatment was as follows: 
Patient was given 5 cc antimony and po- 
tassium tartrate, 1-per-cent solution, intra- 
venously, on January 4, at 1 p.m. 


On January 5, patient presented himself 
for second injection, which was given with 


no increase of dose. Examination at this 
tume showed at least one-half of ulcerated 
area gone. 

January 6, treatment was repeated as 
before. 

January 7, patient was seen for last time, 
when he was found to have none of former 
symptoms and was feeling entirely com- 
fortable. 

Case 2.—Dr. C., aged twenty-six, dentist, 
consulted him for a sore throat, and stated 
he had trench mouth. There was an ulcer 
on the right buccal surface of cheek about 
the size of a dime, and three ulcers on left 
tonsil, with four small ulcers on the right. 

The patient was quite sick, with very 
painful swallowing, and almost complete 
inability to masticate. Gums were some- 
what reddened, with distinct retraction, bled 
readily, and at times were painful. 

Spirilla and fusiform bacilli were found 
in the ulcers and gum margins. Diagnosis: 
Vincent’s angina and trench mouth. 


Course of treatment: January 8, pa- 
tient given tartar emetic 1-per-cent in 5-cc 
doses. 

January 9, throat was painless, and ulcer- 
ated areas markedly decreased in size. 

January 10, treatment repeated. 

January 13, fourth dose administered. 
At this time, five days after the initial injec- 
tion, there were no ulcerations in throat, 
and patient was entirely free of any dis- 
comfort. 

If he is allowed to arrive at any conclu- 
sions from these cases, it would seem we 
have a remedy that gives almost dramatic 
results in the treatment of Vincent’s angina, 
and for those cases that seem most intract- 
able the use of antimony would seem en- 
tirely justified. 





The Present Position of Parathyroid 
Therapy. 


In The Practitioner for July, 1924, 
CRITCHLEY states that parathyroid treat- 
ment in endocrine disorders has been suc- 
cessful in one type of case alone—namely, 
Graves’s disease. The physiology of the 
thyroid and parathyroid glands, and the 
pharmacological results of feeding with 
these organs being in many respects so 
opposite, it is not surprising that exophthal- 
mic goitre should improve under para- 
thyroid treatment. . He has treated eleven 
cases of Graves’s disease in this way with 
distinct improvement in every case; the 
tremor, nervousness, and tachycardia in 
particular showed material benefit, whilst 
in five cases there was also a reduction in 
the proptosis and in the goitre. 

Untoward symptoms arising from pro- 
longed or excessive dosage are not common. 
Grove and Vines have stated that any septic 
process in the body may suddenly assume 
an acute phase during parathyroid treat- 
ment. Erythema of the face occurred 
twice in their experience, and another such 
case is recorded by Hurst. A sensation of 
throbbing together with increased heart-rate 
occurred in a patient of Hurst’s and also 
in one of his own cases. 





PROGRESS IN THERAPEUTICS 35 


Lymphatic Leukemia; Age Incidence, 
Duration, and Benefit Derived 
from Irradiation. 

In the Boston Medical and Surgical Jour- 
nal of July 3, 1924, Minor and Isaacs pre- 
sent data concerning 98 cases of chronic 
lymphatic leukemia and 57 of the acute 
form of the disease. End results have been 
studied especially from 80 cases of the 
chronic form over thirty years of age; 50 
treated by intensive irradiation, from ra- 
dium or Roentgen rays, and 30 that were 
not. The latter serve as a control group 
to the former. 

The decade in life in which the most cases 
of chronic lymphatic leukemia occur is 45 
to 55. The ratio of the percentage of cases 
per decade to the percentage of living in- 
dividuals of like age is about the same 
(average 3.86) for the decade 45 to 55 as 
55 to 65. 

Acute lymphatic leukemia seldom occurs 
after the age of twenty-five. 

Both chronic and acute lymphatic leuke- 
mia affect males about three times as often 
as females. Both forms of the disease 
are relatively more frequent in females in 
the earlier than the subsequent years of 
life. 

The correct diagnosis of the chronic 
cases was not established on the average 
until 1.4 years after the first symptoms, 
though on the average a physician was 
consulted 0.55 year earlier. On the average, 
the nature of the acute cases was not recog- 
nized by their physician until the disease 
had run two-thirds of its course. 

Irradiation had no detectable effect on 
prolonging the duration of either form of 
the disease. The average duration of life, 
after the first symptom, of 80 chronic cases, 
over thirty years of age, was 3.45 years, 
being essentially the same for the 50 
irradiated and the 30 that were not. 

The chronic disease lasts a shorter time 
in younger than older persons. About 60 
per cent of all chronic cases live one to 
four years, and 14 per cent six to eight 
years. About 50 per cent of the acute 
cases died in less than two months after 
initial symptoms. 


There was a great similarity in the time 
the different patients first recéived irradia-. 
tion as related to the total duration of theis 
disease, indicating that if the disease was 
destined to be long the patients had insid- 
ious symptoms for a longer time than those 
fated to a short course. 

The early institution of irradiation as yet 
does not promise a more favorable prog- 
nosis with respect to life extension. 

Irradiation, properly administered, un- 
doubtedly benefits symptomatically cases 
of the chronic form, though not to the ex-- 
tent that occurs in chronic myelogenous: 
leukemia. , 

Moderate or greater general improve- 
ment, after the first course of irradiation. 
occurred in 47 per cent of 61 cases; rather 
slight improvement in 30 per cent and no 
improvement in 23 per cent. The efficiency 
of 10 per cent was increased strikingly. The 
chances of improvement are in fairly direct 
relationship with the time before death thai 
treatment is given. 

The beneficial effects of irradiation in 
acute lymphatic leukemia are but evanescent 
and slight. 

Irradiation may induce a better produc- 
tion of the three formed elements of the 
marrow and lessen the activity of the for- 
mation of lymphocytic cells. The hemo- 
globin level, numbers of blood platelets, 
and character of the lymphocytes serve 
more importantly to adjudge the patient’s 
condition than the number of white cells 
An aleukemic blood picture may occur when 
patients are seriously ill. 

Irradiation usually causes little or no 
improvement of the patient when the hemo 
globin is 50 per cent or less, or when out- 
standing purpura with thrombopenia is 
present, or when there are many immature 
and atypical lymphocytes in the peripheral 
blood. 

The effect of irradiation on decreasing 
the size of lymph nodes or spleen in chronic 
lymphatic leukemia is apt to be propor- 
tional to the amount of improvement in the 
patient’s general sense of well-being. Very 
definite exceptions occur, but distinct pres- 
sure symptoms due to enlarged external os 
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internal lymph nodes’ were very rarely not 
alleviated. 

‘Treatment should be: guided and prog- 
nosis formulated from correlated informa- 
tion obtained from the patient’s history and 
physical signs, together with complete blood 
examinations and basal metabolic rate de- 
terminations. By so doing, in spite of ir- 
radiation becoming less‘ and less effective 
and the patient’s comfort decreasing as the 
disease progresses, this therapy is of dis- 
tinct value and maintains the patient’s 
efficiency usually much better than if no 
irradiation is given. _ 

The knowledge of to-day and the new 
irradiation methods probably will permit 
still greater benefits from irradiation in 
‘ chronic leukemia than in the past ten years. 





The Rational Use of Duodenal Drainage. 


In the Archives of Internal Medicine for 
July, 1924, Jones reports the results of 
duodenal analysis in 274 cases. In addition 
to normal controls, 202 pathologic controls 
have been studied, including twenty-seven 
different disease entities. Fifty-seven cases 
of cholelithiasis have also been studied, in 
forty-two of which the diagnosis was proved 
by operative findings. 

Analysis of the duodenal contents in 
these cases has consisted in spectroscopic 
estimations of the various bile pigments, 
and in the microscopic examination of the 
duodenal sediments for abnormal cellular 
and crystalline elements. 

The importance of high-speed centrifu- 
galization of the duodenal contents has been 
emphasized as the only means of securing 
consistent sediment findings. 

Abnormal sediment findings have been 
tound-to consist of bile-stained epithelium 
or leucocytes, and cholesterin, bilirubin or 
calcium bilirubin crystals. 

In cases of cholelithiasis, characteristic 
sediments have been found. These find- 
ings consist of abnormal amounts of any or 
all-of the above named crystalline elements. 
Bile-stained cellular elements, which are 
interpreted as suggestive of an irritative 


process in the biliary tract, are also found 
in a large proportion of these cases. 

Other types of biliary tract disease, as a 
rule, also exhibit abnormal cellular or 
crystalline elements, but with no degree of 
constancy, and the findings in such cases 
are suggestive, rather than diagnostic. 
This statement is of particular interest in 
a differential diagnosis between chronic 
cholecystitis and cholelithiasis. 

The results of bile-pigment estimations in 
the cases studied tend to confirm previous 
investigative findings. As a rule, these 
estimations are definitely increased over 
normal in cases of increased blood destruc- 
tion or in cases with functional disturbance 
of the liver 

The diagnosis and treatment of: biliary 
tract disease by duodenal drainage, on the 
theory that magnesium sulphate instilla- 
tions into the duodenum produce gall-blad- 
der contractions and subsequent drainage, 
is criticized, on the basis of clinical and 
experimental observations. Deductions as 
to the localization of biliary tract patho- 
logical changes on the basis of so-called 
“A,” “B” and “C” biles are similarly criti- 
cized. 

A conservative use of duodenal analysis 
as a therapeutic and diagnostic measure in 
carefully selected cases is advocated. 





The Timing of Insulin Doses. 


In the Journal of the Medical Society of 
New Jersey for July, 1924, ALLEN states 
that the original plan of giving insulin just 
before meals is followed as a routine by 
most physicians, and works well in most 
cases. Difficulties are encountered, how- 
ever, in certain severe cases requiring high 
dosage. In these there is a tendency to 
glycosuria or undue hyperglycemia before 
or after breakfast, and to hypoglycemia in 
the latter part of the day. Devices for in- 
creasing or decreasing the total dosage or 
diet, or altering the quantities of individual 
meals or doses, are still baffled by one or 
the other of these dangers. A fourth dose 
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during the night is successful, but incon-’ 


venient. Accordingly, many practitioners 
resign themselves to the inherently bad and 
dangerous system of permitting glycosuria 
during at least a part of the day, feeling 
that this is at any rate the lesser of two 
evils. 

In rare cases the diabetes may be so 
severe that four doses during twenty-four 
hours are unavoidable. But for cases of 
any ordinary severity, there is need of a 
method by which a conscientious physician 
can accomplish the purpose of preventing 
glycosuria or extreme fluctuations of the 
blood sugar with three doses a day. These 
fluctuations are due to the cumulative effect 
of the doses of insulin during the day and 
the long period without insulin during the 
night. It is unnecessary to have recourse 
to the expedient (usually inconvenient) of 
giving breakfasts extremely early and 
supper extremely late. Insulin is con- 
cerned not merely in the disposal of food 
during the digestive period, but also in its 
utilization throughout the twenty-four 
hours. In the type of case mentioned, 
the long night period can be shortened by 
giving the first insulin dose about an hour 
before breakfast (usually immediately on 
rising), and the third dose about an hour 
after supper or even at bedtime. The first 
dose reduces the morning hyperglycemia, so 
that glycosuria does not occur either before 
or after breakfast. The cumulative effect 
of the morning and noon doses always pre- 
vents glycosuria at supper-time. The eve- 
ning dose, when postponed, does not aug- 
ment this cumulative effect so as to cause 
hypoglycemia, but serves instead to repress 
the hyperglycemia which tends to develop 
during the night. The quantities of the 
single meals or doses can, of course, still be 
varied to suit the individual need or con- 
venience of the patient. 

In some six months’ use of this plan he 
has encountered no serious hypoglycemia or 
other difficulties, and he is, therefore, adopt- 
ing it is a routine for most severe cases 
requiring high insulin dosage. 


Toxicity and Trypanocidal Activity of 
Bismuth Salts Injected Intramuscu- 
larly, and Their Relation to the 
Treatment of Syphilis. 


Myers and Corsitt, in the American 
Journal of Syphilis for July, 1924, state 
that from their experience it is ascertained 
that the soluble bismuth preparations are 
absorbed more readily than the insoluble 
compound when injected intramuscularly. 
The toxicity is greater for the soluble com- 
pound. : 

The rate of absorption is variable for 
each type of compound. 

When the bismuth preparation is ab- 
sorbed, emaciation is one of the first symp- 
toms appearing. Destructive action on the 
kidney and the liver is noted in experi- 
mental animals. The lower intestinal tract 
often appears very discolored due to the 
deposition of bismuth which has been 
excreted through the bile. All of the bis- 
muth preparations produce congestion at 
the site of the injection. Therefore it is 
apparent that pain must result. This is 
generally affirmed by close clinical ob- 
servers. 

The kidneys of all animals show that 
some destructive action has taken place 
with the doses used in these experiments. 

No decided action on trypanosomes is 
noted, although there appears to be definite 
inhibition on the part of the drug causing 
a delay of from one to five days in the 
death of the animal with the infection. 

These results confirm those in the article 
dealing with the intravenous use of the 
drug. 

It is too early to definitely make a state- 
ment as to the future of bismuth in anti- 
syphilitic therapy both in respect to its 
action will evaluate its therapeutic effect. 
Only prolonged study of its biological re- 
action will evaluate its therapeutic effect. 

The spasmodic rate of intramuscular 
absorption in the case of the present bismuth 
preparations, accompanied by pain, failure 
to be absorbed, and late toxic effects, should 
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serve aS a warning against its indiscrimi- 
nate use. Careful control of the injections 
and continuous observation of its effects 
are imperative. 





Serologic and Clinical Results in Vari- 
ous Types of Syphilis with Sulph- 
arsphenamine Administered 
Intramuscularly. 


In the Journal of the American Medical 
Association of July 26, 1924, Stoxes and 
BEHN state that sulpharsphenamine by the 
intramuscular route in their hands has 
proved to be quite as effective therapeu- 
tically as arsphenamine and neoarsphena- 
mine from the standpoint of spirillicidal 
action and of the effect on the blood Was- 
sermann and spinal fluid reactions, on the 
healing of lesions, and on the general well- 
being of the patient. They believe they see 
evidence of distinct superiority, in the treat- 
ment of neurosyphilis, over the older drugs, 
and distinct evidence of superiority to neo- 
arsphenamine intravenously in all aspects of 
syphilis. The drug is well borne by pa- 
tients with cardiovascular disorders, if used 
in moderate dosage. There is a distinctly 
increased tendency to cutaneous reaction 
as compared with the more familiar ars- 
phenamines. This, they hope, may be cor- 
rected by closer study of the mechanism of 
its toxic effects and by refinements in manu- 
facture. The results which they give are 
for the intramuscular route, and they as- 
sume no responsibility for comparisons 
with subcutaneous and intravenous admin- 
istration. 

The practicability of the systematic intra- 
muscular treatment of all aspects of syphilis 
with sulpharsphenamine has been demon- 
strated to their satisfaction, barring further 
study of systemic complications due to the 
drug and the possibility that its effects may 
not be as enduring as they are striking. The 
question of ultimate sterilizing power and 
efficacy against relapse, as with any new 
drug, will require close scrutiny and the 
following up of cases over a considerable 
period of time. 


Toxicity and Reactions Caused by 
Arsphenamine and Neoarsphenamine. 


In the Archives of Dermatology and 
Syphilology for July, 1924, Ratziss and 
Brown state that single massive doses of 
arsphenamine, approaching the maximum 
tolerated dose of the drug for white rats, in 
rabbits produce severe nephritis followed 
by death. 

Single large. doses of arsphenamine 
(about one-half of the maximum tolerated 
dose) cause acute nephritis, which generally 
clears up within from ten to sixteen days. 

Repeated, normal therapeutic doses of the 
drug do not disturb the renal functions at 
all. 

Large doses of o-aminophenol do not 
affect the kidneys, but produce severe reac- 
tions resembling those that frequently follow 
the administration of arsphenamine. 

Single massive doses of neoarsphenamine 
(three times as large as that of arsphena- 
mine) usually cause severe nephritis and 
death in rabbits, although some animals 
recover. 

Single large doses of neoarsphenamine 
(about ten times the normal therapeutic 
dose) produce acute nephritis, which clears 
up in a few days. 

Repeated, normal therapeutic doses of 
neoarsphenamine do not injure the kidneys. 

Whether compared weight for weight or 
on the basis of arsenic content, neoarsphe- 
namine is more than twice less injurious to 
the kidneys than arsphenamine. 

Small doses of the organic mercurials 
tested proved greatly harmful to the 
kidneys, especially when injected intra- 
venously, mercury compounds thus proving 
to be much more injurious than those of 
arsenic. 

Both sodium-potassium tartrobismuthate 
(French product) and potassium bismuth 
tartrate (American) cause renal disturb- 
ances in animals when injected intra- 
venously even when small doses are given. 
Intramuscularly, however, much larger 
doses may be given, with little or no injuri- 
ous effect on the kidneys, although the latter 
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may be slow in making its appearance and 
must be guarded against. 

It is possible that many of the reactions 
following the administration of arsphena- 
mine, neoarsphenamine, etc., are only sec- 
ondary manifestations resulting from 
injuries sustained by the kidneys. Great 
attention must therefore be paid to the renal 
functions both before the injections are 
begun and during the course of treatment. 

Of the three groups of compounds in- 
vestigated, the mercurials are the most and 
the arsenicals the least injurious to the 
kidneys, while neoarsphenamine is the least 
injurious. The latter can be given intra- 
venously in relatively large quantities with 
the least amount of renal disturbance. 





Untreated or Inadequately Treated 
Syphilis. 

In the American Journal of Syphilis for 
July, 1924, Sroxes and DesBrisay state 
that in an examination of 413 cases of 
syphilis untreated, treated with small 
amounts of mercury and iodide by mouth, 
and treated by modern though inadequate 
methods, observations as follows developed: 

There is a spontaneous tendency to Was- 
sermann negativity in untreated syphilis 
with lapse of time in human beings, which 
amounts to 30 per cent in the work of an 
ordinary diagnostic practice. 

Wassermann negativity in the blood 
seems to be particularly an attribute of 
neurosyphilis. 

There is an age duration‘ gradient in the 
spontaneously progressing case which leads 
to ultimate complete serologic negativity in 
both the blood and fluid in time. This sero- 
logic negativity is not necessarily synony- 
mous with symptomatic arrest. Seven and 
a half per cent of 225 cases were sympto- 
matically progressive in the face of com- 
plete serologic negativity. 

Spontaneous arrest, symptomatic and 
serologic, occurred in less than one per cent 
of 208 untreated cases. Following treat- 
ment by mouth, 6 per cent were totally ar- 
rested and 10 per cent were serologically 
negative on blood and fluid. 


Cutaneous and osseous syphilis appear to 
protect against, or are mutually exclusive 
of, neurosyphilis. 

There is evidence that time is an essential 
element in the defense mechanism which 
acts to retard rather than prevent late or 
grave complications. 

A comparison of untreated, mouth- 
treated and more intensively treated cases 
indicates no marked absolute increase in 
neurosyphilis in patients receiving modern 
treatment, even though inadequate. There 
is, however, an apparent or proportionate 
increase in neurosyphilis in those receiving 
inadequate modern treatment, resulting 
from the reduction in other complications. 

Cases treated by modern methods, even 
though inadequate, exhibit a definitely lower 
proportion of cardiovascular, visceral, osse- 
ous, cutaneous and mucosal complications 
than untreated or mouth-treated cases. 

The proportion of serologically and 
symptomatically negative cases is much 
greater when even inadequate modern 
treatment is given than in untreated cases. 

Medical treatment of syphilis is abso- 
lutely necessary to reenforce the defense 
mechanism in the aggregate control of the 
disease. 

The decision not to treat a patient with 
demonstrable syphilis implies reliance on 
his defense mechanism, and should only be 
reached after the most thoroughgoing ap- 
praisal of the status of that mechanism. 
Mere appearance of health or the result of 
any single test is not sufficient basis for 
decision. 

The time element in a syphilitic infection 
is essential in utilizing the physiologic de- 
fense. If the patient is young and recently 
infected (less than fifty years old) the em- 
ployment of modern methods is preferable 
to too symptomatic an outlook. 

Old, long-standing infections (infection 
of over thirty years’ duration in patients 
more than fifty years old) deserve milder 
methods and symptomatic management. 

The status of a syphilitic as a carrier 
may justify the use of intensive methods 
even very late in life in fresh infections. 

They have been unable to find any evi- 
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dence that modern treatment deserves to be 
discarded because of an inherent tendency 
to induce neurosyphilis. 

In the proper evaluation of these conclu- 
sions, reference must be had to those parts 
of their text which explain the limitations 
of the work and the possibilities of error. 





The Use of Radium Radiations in the 
Treatment of Tonsils. 


WituiaMs in the American Journal of 
the Medical Sciences for July, 1924, states 
that radium is a valuable therapeutic agent 
not only for the treatment of faucial tonsils, 
but also for other lymphoid tissue in the 
throat. 

The output of the radiations from radium 
is uniform in quantity and quality, there- 
fore the dosage can be accurate; if the 
radiations used in a given case are adapted 
to the conditions present this remedy is an 
unusually safe one in careful hands. | 
_ He claims that this method of treating 
the tonsils with radium, so far as can be 
determined by an experience of over three 
years, has advantages: 

For cases that are not good operative 
risks. 

For those in which tonsillectomy is in- 
complete, instead of a second operation. _ 

For some cases in which the diagnosis is 
obscure. 

In how large a proportion of the cases, 
for which tonsillectomy is ordinarily ad- 
vised, radium should be used, he thinks time 
and further experience will demonstrate. 

This method is also adapted to the treat- 
ment of lymphoid tissue in the pharynx and 
in the region near the Eustachian tube in 
cases of ear trouble. 

There need be no delay in the use of 
radium on account of the season of the 
year, or because of acute conditions in the 
tonsils themselves, or of an acute stage in 
diseases that have their source in the tonsils. 

There have been no harmful results from 
the use of this method in the more than 200 
cases that he has treated, the first of them 
more than three years ago. 


The Treatment of Scarlet Fever with 
Dochez’s Antiscarlatinal Serum. 
In the Boston Medical and Surgical 

Journal of July 10, 1924, BLaxe states that 

in a preliminary report on the treatment of 

scarlet fever with Dochez’s scarlatinal anti- 
streptococcic serum by Blake, Trask, and 

Lynch, it was stated that the serum had 

been shown (1) to possess the capacity to 

blanch the scarlet fever rash locally at the 

site of an intracutaneous injection, and (2) 

to bring about a prompt cure of the disease 

within twelve to thirty-six hours after its 
administration. Continued use of the serum 
in the treatment of scarlet fever has thor- 
oughly confirmed their preliminary impres- 
sions concerning its therapeutic value. In 
addition to the 13 cases cited in their 
previous report, 13.more cases have now 
been treated, making a total of 26, with 
prompt cure in all but one. Not only has 
the serum been effective in early uncompli- 
cated cases, but also in cases with septic 
complications. Of the cases so far treated, 

20 were early uncomplicated cases treated 

on or before the fourth day of the disease, 

six were cases with septic complications. 

Of the first group one was extremely toxic, 

six were mild. Of the latter group two 

were extremely severe, two véry severe, 
and two moderately severe. In 21 of the 

26 cases a single intramuscular injection of 

35 to 90 cc of serum sufficed to bring about 

a prompt recovery within twelve to twenty- 

four hours. In only three of these was 

more than 50 cc used. Of the remaining 
fourteen cases, one of which was extremely 
toxic, four of which were very toxic, nine 
were moderately severe, and had septic 
complications, two received two injections 
of 50 cc each, one received three injections 
totaling 185 cc, one received four injec- 
tions totaling 195 cc, all with prompt re- 
covery; and one, an extremely toxic and 
septic case with ulcerative tonsillitis, bull 
neck, thrombophlebitis, and streptococcus 
septicemia, received a single injection of 

40 cc on the fifth day of the disease with- 

out benefit. Observations which are pre- 

sented below suggest that the larger 
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amounts of serum were in excess of what 
was actually needed to effect recovery. 
Although the therapeutic value of the 
serum has appeared to them unquestionable 
merely from clinical observations of the 
cases treated, it has seemed important to 
provide, if possible, further evidence in 
support of their clinical impressions. In 
order to do this an effort has been made 
to show (1) that a specific toxin or toxic 
substance is present in the blood in scarlet 
fever, (2) that the toxic substance disap- 
pears from the blood promptly after serum 
treatment, and (3) that the serum of the 
treated patient acquires the capacity to 
produce a positive Schultz-Charlton rash 
extinction test within a few hours after 
intramuscular injection of Dochez’s serum, 
a capacity which is not ordinarily acquired 
until comparatively late in convalescence. 
As recently reported by Trask and 
Blake, it has been found that a toxic sub- 
stance can be demonstrated in the blood of 
patients acutely ill with scarlet fever by 
means of intracutaneous injections of the 
patient’s serum in supposedly susceptible 
persons who have not had scarlet fever and 
whose serums fail to blanch the rash in 
scarlet fever. The reaction caused by this 
substance consists of a bright-red local 
erythema, varying from 20 to 70 mm. in 
diameter, of one to four days’ duration. 
The severer reactions are moderately indu- 
rated and tender, and are followed by 
pigmentation and desquamation. They are 
similar to the local reactions which have 
been produced by Dick and Dick with fil- 
trates of scarlatinal streptococcus cultures. 
Control injections in supposedly insuscep- 
tible persons whose serums blanch the rash 
in scarlet fever cause no reaction. The 
blood serums from 19 cases of scarlet fever 
have been tested for the presence of this 
toxic substance by intracutaneous injection 
of 0.3 cc of serum in two groups of 
human volunteers. Group A consisted of 
supposedly susceptible individuals whose 
serums had been shown not to blanch the 
rash in scarlet fever, Group B of sup- 
posedly insusceptible individuals whose 


serums had been shown to blanch the rash. 
Twelve of the 19 scarlet fever serums, all 
with two exceptions from relatively severe 
cases, gave positive reactions in members of 
Group A, negative reactions in members of 
Group B. Seven, all with two exceptions 
from relatively mild cases, gave negative 
reactions in members of Group A, and were 
therefore not tested in members of Group 
B. It has, furthermore, been shown that 
this toxic substance, present in the blood 
during the acute stage of scarlet fever, dis- 
appears with onset of convalescence. In 
some cases it is not only present in the 
blood, but is also excreted in the urine. 
It is neutralized by im vitro incubation with 
a human blanching serum or with Dochez’s 
antiscarlatinal serum, but not by a non- 
blanching human serum nor by normal 
horse serum. 

With these facts established it has been 
possible to show that the toxic substance 
present in the blood prior to serum treat- 
ment is no longer demonstrable within a 
few hours after intramuscular injection of 
Dochez’s serum. In other words, it has 
been completely neutralized in vivo. In 
order to demonstrate this fact samples of 
serum have been collected from patients 
just prior to serum treatment and at fre- 
quent intervals after treatment. These 
have been tested for toxic substance by 
intracutaneous injection in persons known 
to be susceptible. The results of this study 
are shown in one of the tables which he 
gives. One case (C. M.), which was very 
toxic, and treated on the third day of the 
disease, is especially instructive, as it will 
be seen that the toxic substance had dis- 
appeared within four hours after the ad- 
ministration of serum. 

Simultaneously with these observations 
the samples of serum collected before and 
after treatment have been tested for their 
capacity to produce a positive Schultz- 
Charlton rash extinction test, with the be- 
lief that a positive test would indicate the 
presence of an excess of antitoxic substance 
in the patient’s serum and perhaps provide 
some guide as to the proper amount of 
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serum to be used in treatment. As he 
shows in one table, all the samples col- 
lected after treatment blanched the rash in 
scarlet fever patients. In two of the cases 
it seems probable that the large amounts of 
serum given were unnecessary inasmuch as 
the patient’s serums already contained .an 
excess of antitoxic substance at the time 
the last serum treatments were given. Case 
C. M. indicates very clearly the rapidity 
with which the toxic substance was neu- 
tralized and an excess of antitoxic sub- 
stance was established in the circulating 
blood. 

The clinical evidence in support of the 
therapeutic value of Dochez’s serum must 
naturally depend to a considerable extent 
on actual observation of the cases. In the 


early uncomplicated cases the most striking 
effects are a critical fall of temperature and 
pulse rate to normal within twelve to 
eighteen hours, a rapid and complete fading 
of the rash within twelve to twenty-four 
hours, rapid improvement in the angina, 
and prompt disappearance of all toxic 


manifestations. In later uncomplicated 
cases the effects are the same except that 
due to pigmentation of the skin the pattern 
of the rash remains visible for a longer 
period. In the limited number of cases 
with septic complications that have been 
treated the results have been equally strik- 
ing, though not always quite so prompt. 
An. insufficient number of cases has been 
treated to afford any evidence with respect 
to the value of the serum in preventing the 
late complications of scarlet fever. It is 
his belief and hope that these will be 
greatly reduced, but only an extended trial 
through a number of years can determine 
this point. 

A clinical and laboratory study of Do- 
chez’s antiscarlatinal serum has shown that 
it is a valuable therapeutic agent in the 
treatment of scarlet fever. The observa- 
tions which warrant this conclusion are as 
follows: 

Intracutaneous injection of the serum in 
patients with scarlet fever produces a local 
blanching of the rash at the site of the 
injection. 


Intramuscular injection of the serum in 
therapeutic doses early in the disease is 
followed by rapid clinical cure as evidenced 
by critical fall of temperature and pulse to 
normal, rapid fading of the exanthem, and 
prompt return to a state of well-being. 

The specific toxic substance present in 
the blood of patients with scarlet fever is 
neutralized in vitro by Dochez’s serum. It 
promptly disappears from the blood fol- 
lowing serum treatment. 

The blood serum of scarlet fever patients 
acquires the capacity to blanch the rash in 
scarlet fever within a few hours after 
serum treatment. 





The Treatment of Cerebral Vascular 
Lesions. 

Rippocu writing in the Lancet of July 
12, 1924, states that many of the clinical 
phenomena resulting from cerebral vascular 
lesions are due to raised intracranial pres- 
sure from hemorrhage and edema or edema 
alone. When coma is deep or increasing 
the question therefore arises whether or 
not active measures ought to be adopted to 
relieve the cerebral compression that other- 
wise may kill the patient. It is a question 
by no means easy to answer. If, in addi- 
tion to profound coma, there is clear evi- 
dence of disturbance of medullary function, 
such as rising blood-pressure associated 
with Cheyne-Stokes respiration and cya- 
nosis, relief of intracranial pressure is 
certainly necessary, for otherwise the 
patient is likely to die. As to the best 
method to adopt, bleeding by phlebotomy 
at one time played a prominent part in the 
routine treatment of apoplexy, and if suffi- 
ciently heroic it will certainly lower the 
intracranial pressure. But nowadays it is 
rarely employed. This is not to be won- 
dered at, for it has only a limited useful- 
ness and under certain circumstances may 
be positively dangerous. Thus when the 
circulation through the medulla is already 
enfeebled from either cardiac weakness or 
compression it is likely quickly to lead to 
a fatal result. Even in cases of cerebral 
hemorrhage in which the heart is acting 














forcibly, the blood-pressure is high, and 
respiration is not embarrassed. Although 
withdrawal of blood is unlikely to be harm- 
ful, it is doubtful whether any real benefit 
will result from it. Venesection on the 
whole has little to commend it. 

Withdrawal of spinal fluid by lumbar 
puncture is sometimes employed, but where 
the pressure within the skull is sufficiently 
great to affect the medulla it is not a safe 
procedure. The danger, of course, lies in 
the risk of herniation of the bulb through 
the foramen magnum. In less severe 
cases, however, in which signs of bulbar 
compression are absent, careful drainage of 
spinal fluid by lumbar puncture is rela- 
tively safe and often leads to rapid relief 
of the general cerebral symptoms. 

A third available method of dealing with 
raised intracranial pressure is by cerebral 
decompression. It has been strongly advo- 
cated by Cushing for apoplexy from hemor- 
rhage, thrombosis, or embolism, not only 
as a means of saving life, but also, in less 
serious cases, to restrict the amount of 
residual disability by diminishing local de- 
struction of tissue from pressure due to 
edema or blood-clot. Our knowledge of 
the results of this method is insufficient for 
judging whether or not it should be em- 
ployed to the extent that Cushing advises. 
But it would seem to be clearly indicated 
when the blood-pressure is rising and 
Cheyne-Stokes respiration is present; in 
other words, when the patient’s life is en- 
dangered from impairment of medullary 
function. 





Seborrhea Capitis. 

Gray in the Lancet of July 5, 1924, states 
that this excessive oiliness of the scalp va- 
ries from a slight greasiness of the hair to a 
condition in which the hair follicles are 
filled with greasy plugs, and the scalp is 
covered with a fatty exudate. The condi- 
tion is due to overactivity of the sebaceous 
glands, and may occur alone or in conjunc- 
tion with pityriasis steatoides. It usually 
begins about puberty, being most severe in 
early adult life, and diminishes thereafter 
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as age advances. 


Certain metabolic dis- 
turbances may be partly responsible for the 
condition, though racial and familial in- 
fluences also play a part, and it is therefore 
necessary to rectify, if possible, any gen- 
eral metabolic disturbance, particularly by 


regulating the diet. Local treatment con- 
sists of frequent washing of the scalp and 
the application of astringent and aseptic 
preparations. The most suitable are alco- 
holic lotions. Greasy preparations should 
obviously be avoided. Useful formule 
are: K Resorcin 3j, acid. acetic f3ss, 
spirit. vini rect. f3ij, aq. rose q. s. ad 
f3viij; or hydrarg. perchlor. gr. ij, spirit. 
coloniensis £3j, spirit. vini rect. f3iij, aque 
q. s. ad f3viij; or liq. calcis sulphurate 
(B. P. C.) £3j, glycerin. £3j, aque q. s. ad 
f3viij. 

Apart from general alopecia of the scalp, 
due to some acute illness, from alopecia 
areata, or from localized baldness due to 
inflammatory conditions of the scalp, loss 
of hair can roughly be divided into two 
groups: (1) calvities, which is only seen 
in the male, and consists of a progressive 
loss of hair, commencing on the crown of 
the head and the frontal region and going on 
to complete baldness of the top of the head; 
and (2) a general thinning of the hair, 
often most marked on the vertex, which is 
most commonly seen in women from the age 
of thirty onwards. The first-named con- 
dition is most frequently seen in middle- 
aged and old men, but in the premature 
form complete baldness of the crown may 
have taken place in the early twenties. This 
condition is thought by Sabouraud to be 
mainly due to seborrhcea capitis; many 
other factors have been invoked, of which 
heredity is the chief, but it is quite clear 
that no theory is completely satisfactory. A 
great deal can be done by preventive treat- 
ment, but this, to be of any value, must be 
commenced at an early age. In fact, gen- 
eral attention to the hygierie of the scalp 
from childhood is the best preventive of 
premature alopecia. This should consist of 
regular weekly washing of the scalp. The 
hair should be kept fairly short, and undue 
dryness or greasiness dealt with on the lines 
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suggested above. Each individual should 
use only his own brush and comb, which 
should be washed frequently. The brush 
should not be too hard. People should be 
encouraged to patronize only those hair- 
dressers who sterilize their instruments be- 
tween customers, and who provide a 
freshly sterilized brush for each individual. 
All violent treatment of the scalp, as by the 
machine-brush, should be condemned. The 
use of hair lotions, etc., of unknown com- 
position should be avoided. 

When any evidence of excessive hair loss 
appears, gentle massage of the scalp may 
be practiced and rubefacient lotions used, 
a favorite one being: BR Acetum can- 
tharides f£3ij, spirit. coloniensis f3ss, spirit. 
vini rect. £3jss, aque q. s. ad f3viij. Pilo- 
carpine is claimed to have a specific action, 
and may be used as follows: 3B Pilocarpin. 
nitrat. gr. xx, spirit. rosmarin. f3ss, alcohol 
(60 per cent) q. s. ad f3viij. There is little 
evidence that any of the many vaunted rem- 
edies for this type of baldness—vibro-mas- 
sage, high frequency, etc.—have any defi- 
nite action; the first-named may occasion- 
ally set up an acute seborrheic dermatitis. 
Ultra-violet light, by producing hyperemia 
of the scalp, may have a slight action in 
stimulating hair growth, but it requires to 
be handled with very great care. There is 
no reliable evidence forthcoming of the 
value of internal remedies in this condition. 

While this type of alopecia does not ap- 
pear to be associated with any derangement 
of the general health, the general thinning 
of the hair seen commonly in women is 
often associated with some general disturb- 
ance. Disturbances of function, of the 
nervous system, the genital organs, the gas- 
trointestinal tract, or the thyroid may be 
associated with hair loss. Apart from 
correcting these errors, the scalp should be 
kept in a healthy condition on the lines al- 
ready indicated. Doubtless in a few years’ 
time it will be unnecessary to differentiate 
between the sexes, but at the present time 
for those girls who wish to let their hair 
grow long, careful brushing night and 
morning will help to keep the hair in good 
condition. 


Migraine. 

In the Lancet for July 5, 1924, Hurst 
states his belief the most important part 
of treatment is the prevention of eye- 
strain. His object in choosing migraine as 
the subject of his lecture (The Savill Lec- 
ture) will be attained only if he can per- 
suade practitioners, physicians, and oculists, 
whose past experience has led them to 
doubt the truth of this statement, to put it 
to the test once more. The author of the 
best recent clinical account of migraine he 
has read, in one of the most popular text- 
books of medicine of the day, writes 
that “very undue prominence has_ been 
given to the importance of errors of refrac- 
tion as causes of migraine,” and that “the 
majority of the subjects of migraine have 
no such errors of refraction, nor has the 
correction of such errors ever cured mi- 
graine.” Personally he has never yet seen 
a case in which eye-strain was not present, 
and he has only seen two in which its cor- 
rection did not either cure the patient or 
lead to very considerable improvement, and 
most of his patients had had prolonged 
treatment of various kinds before he saw 
them; some, indeed, had taken for months 
or even years the bromide, gelsemium, 
strychnine, and nitroglycerin mixture first 
recommended by Gowers, which that dis- 
tinguished neurologist regarded as his sheet- 
anchor in the treatment of migraine. 

The reason why the importance of the 
ocular factor is not more widely accepted 
is that few oculists trouble to give the atten- 
tion to a patient with migraine that he 
requires. It is no doubt easy to correct an 
ordinary case of myopia, hypermetropia, 
or even astigmatism at a single interview 
of fifteen or thirty minutes. But it is quite 
impossible to do this for a patient with 
migraine, as the smallest errors of refrac- 
tion and every disturbance in muscle- 
balance require correction with absolute ac- 
curacy. This cannot be done in a hurry. 
At least three examinations on different 
days are required, the second being with 
the aid of a cycloplegic, and the third, 
seventy-two hours later, when the effect of 
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the drug has completely disappeared. 
Muscle-balance defects are particularly dif- 
ficult to correct, as their effect on the 
individual varies in degree from day to 
day, and even in the course of a single 
day. They are felt more in the evening 
when the patient is tired than when he is 
fresh in the morning, and at the end of a 
tiring week than after a restful Sunday. 
Their effect may temporarily disappear as 
the result of a country holiday, especially 
if the eyes are not used at all for any kind 
of near work. On the other hand, the 
resulting symptoms are exaggerated by 
anything, such as an attack of influenza, 
which impairs the general health. 

Another difficulty is that many sufferers 
from migraine, far from having weak sight, 
as Piorry believed, are particularly proud 
of the excellence of their vision. They are 
very unwilling to consult an oculist at all, 
and still less willing to wear the spectacles 
he prescribes. In women often, and some- 


times even in men, vanity stands in the way 
of cure, as a patient not infrequently hesi- 


tates whether the constant wearing of a 
disfiguring pair of spectacles is not too 
great a price to pay even for the relief of 
migraine. 

The effect of preventing ocular strain is 
generally felt at once. In many cases at- 
tacks, which had occurred at frequent in- 
tervals for many years, cease immediately 
—never to return. In other cases they 
disappear less dramatically, but none the 
less surely; the intervals between them 
become more prolonged and they become 
less severe in character. Occasionally they 
actually become more intense and frequent 
for a short period, as with severe errors 
of refraction and disturbances in binocular 
muscle-balance it may take some time for 
the patient to become accustomed to the 
new conditions and for the strained ex- 
trinsic and intrinsic muscles of his eyes to 
relax. It is then often necessary .to begin 
with a partial correction, and only gradually 
increase it until it is complete. Lastly, it 
must be remembered that the first attempt 
to overcome the eye-strain may be unsuc- 


cessful, generally owing to the patient's 
difficulty in answering questions correctly. 
In ‘such cases he should be reéxamined 
after having used his. glasses continuously 
for three months, when it is usually possible 
to make quite accurate corrections. But if 
the symptoms persist and the first otulist 
consulted can do no more, then the help of 
another, and, if necessary, of yet another 
and another, should be sought for until the 
desired object is attained. 

He has little to-say about the attack; it 
should be our object to prevent it rather 
than to treat it. He has recently obtained 
an interesting side-light on the subject in 
the course of investigating the digestive 
functions of two of his cases. In each case 
arrangements had been made for the patient 
to be examined with the x-rays on a certain 
morning, and she was given her opaque 
meal, although on waking she had found 
that a slight attack of migraine was begin- 
ning. The x-rays revealed a complete ab- 
sence Of peristalsis in the stomach, and at 
the end of six hours of voluntary starva- 
tion none of the opaque meal had passed 
through the pylorus into the duodenum. 
It was clear that digestion was in complete 
abeyance. 

It is obvious that any drug taken by 


‘mouth under such conditions would not 


reach the small intestine, from which 
alone it could be absorbed. This explains 
the futility of giving drugs when an attack 
has once begun. It explains also why the 
patient is generally unwilling to take food 
of any kind until the attack is over, and 
why, if he has already had a meal, his one 
desire is to eject it from his stomach as 
soon as possible. It is less easy to under- 
stand why relief should follow vomiting 
when no food has been eaten during the 
day, as nothing is brought up but a little 
mucous fluid, followed, if the vomiting is 
severe, by the scanty, bile-stained contents 
of the duodenum. But relief undoubtedly 
occurs, and in his experience the only means 
by which an attack can often, though not 
always, be aborted, is to induce vomiting by 
swallowing large quantities of warm water 
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‘containing sodiunt bicarbonate, or, when 
this fails, by actually washing out the stom- 
lach. Perhaps forcing the stomach to con: 
tract sends impulses up the vagus, which 
modify the “storm-center” in such a way 
that it ceases to discharge. , 





, Preventive Measures in Diphtheria, 
Scarlet Fever, and Measles. 

In the Journal of the Medical Society of 
‘New Jersey for July, 1924, Park states, 
with reference to the method of introducing 
diphtheria antitoxin, that of course we all 
- realize diphtheria antitoxin acts by combin- 
ing with the toxin and neutralizing it. It 
has no further effect. In the treatment of 
cases we wish to get sufficient antitoxin to 
the diseased area of the tissues throughout 
the body in a late case as quickly as possible, 
and we have three methods—two methods 
in common use and one not in use; the 
intramuscular and the intravenous, and then 
the third which he has used a little in the 
hospital, the intraperitoneal. Now, if it 
were not for the effect of an intravenous 
injection, which is somewhat difficult to 
make, especially in a child, and apt to make 
chills, sometimes in children but more 


in adults, we would all give antitoxin intra-. 


venously because we save two days of 
absorption. If we inject intramuscularly 
about half is absorbed at the end of the 
first day and about three-quarters at the 
end of the second, and one-quarter another 
day. If we can give intravenously the 
antitoxin is immediately in the circulation 
passing through the tissues. But we do not 
hesitate to give it intravenously because a 
child, as far as Park knows, is very seldom 
in danger, and so the tendency is to give it 
intramuscularly. 

Platou used a great deal of intraperito- 
neal injections of food substance and of 
salt solution, so Park thought he might try 
giving antitoxin and ‘then bleeding the chil- 
dren and testing its rapidity of absorption, 
and he found the intraperitoneal method 
was very much quicker than the intramus- 
cular. In a little child:that we cannot give 
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intravenously and yet feel we want more 
rapid absorption than from the muscles, the 
intraperitoneal injection is half-way be- 
tween the two, six times as rapid as the 
intramuscular method. 

A few words on toxin-antitoxin. Park 
stated that he has changed his preparation. 
When he began ten years ago he used a 
preparation which he had used for experi- 
mental purposes. In using that preparation 
he had a great deal of toxin, roughly 
speaking 140 fatal doses for a guinea-pig, 
and he used the equivalent amount of anti- 
toxin so as to make it nearly non-toxic; 
but it caused pretty sore arms and marked 
local reactions. Two or three per cent of 
the children and more adults showed a tem- 
perature and perhaps had to remain away 
from work for a day or two. And so he 
wondered whether it was necessary to have 
so much toxin and antitoxin. One-thirtieth 
the amount was finally used, so that instead 
of having 140 fatal doses he only had one- 
thirtieth of that amount of fatal doses, and 
he only had one-thirtieth that amount of 
antitoxin. He has been using it for a 
couple of years, and it has been accepted 
now as the universal mixture for this 
country. 

One 


come 


little objection has 
Hooper, one of the immunologists in Bos- 
ton, tested a number of people who had 
received doses of toxin-antitoxin prepara- 
tion, and he found that a year later some 
of them, especially when they received an 
injection intracutaneously of horse serum, 


up. 


gave a reaction of sensitization. Even a 
minute amount of horse serum in sensitive 
individuals will cause sensitization in about 
20 per cent. There is a great deal of doubt 
whether it is of real practical importance. 
At the Willard Parker Hospital children 
were injected after intracutaneous tests 
without any regard to the reaction, and 
no marked ill effects have been found. In 
those cases one did not get a large reaction, 
simply a reaction about the size of a 25-cent 
piece or possibly a 50-cent piece, but it is 
somewhat of a talking point against the 
use of toxin-antitoxin. It was then sug- 
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gested that an antitoxin should be pro- 
duced in goats and use the goat antitoxin 
for making the toxin-antitoxin, so there 
would be no sensitization of human beings 
to horse serum. 

However, it now looks as if this would 
not be done, but to employ a different 
preparation. In the very beginning Beh- 
ring and his coworkers immunized the first 
animals with diphtheria toxin which had 
been altered by the use of iodine or other 
substances which would break down the 
toxin into a killed, inert substance, and it 
was found that this material would immu- 
nize animals just as well as the toxin and 
much more safely. About a year and a 
half ago in cutting down the toxin and the 
antitoxin it seemed to Park that it would 
be an interesting point to know if he could 
not cut out the antitoxin altogether. Park 


treated 200 people with a broken-down 
toxin or “toxid,” and he found very little 
reaction. He had thought that as we would 
have a little more toxic substance (the 
proteins in the broth) that we should get 


more reaction, but apparently in breaking 
it down it changed the protein, too. At 
least he did not get any marked local reac- 
tion, so that in these cases 70 per cent of 
the adults were immunized and only three 
out of 200 had reactions that amounted to 
anything. 

Just at that time he received a letter 
from O’Brien, who is in charge of the 
Burroughs Wellcome Laboratory in Lon- 
don, asking him whether he would use 
this “toxid” that he had found in horses 
to be a very safe method, and he had been 
trying out antitoxin with the “toxoid” and 
got a better preparation. His way of mak- 
ing the toxoid was to put 1/10-per-cent 
formalin with toxin. So with the knowl- 
edge of these 200 adults which had been 
treated locally, and with this preparation 
that Park had made, this method has now 
been tried in a good many thousands of 
children with very good results. There has 
been very little local reaction, and over 95 
- per cent of the children have shown at the 
end of three months a negative Schick test 


which formerly was. positive. At the 
present time he is using the 1/10 L plus 
dose in half the -children and “toxoid” in 
the other half. It looks as if we can re- 
place the toxin-antitoxin ; he will certainly 
make up a goat toxin-antitoxin to at least 
say it has been done, but. he believes in a 
year he will gradually shift over to the 
“toxoid.” One thing about the toxoid is 
that as far as he can see no possible harm 
could happen. In Concord and other neigh- 
boring towns a certain preparation made 
by the Massachusetts Board of Health, 
after freezing, elaborated in each dose 
about two fatal doses diphtheria toxin. 
This was a preparation that had more toxin 
than the standard which is now being made 
This preparation is the only one that he 
knows of that will become so poisonous. 
He has tried all of them and as far as he 
knows the 1/10 will never do it. If we 
have a toxoid nothing of that kind could 
happen. The only thing that could happen 
is that it would become a little weak. A 
toxoid could have a much wider range as 
an immunizing agent. It hardly needs to be 
toxic at all. It has a wider range than 
toxin-antitoxin. We would come to the 
toxoid as the final way in the selection of 
an immunizing agent in diphtheria. 
Recently he has been interested in and 
is now using in all the Brooklyn schools 
a substitute for the Schick test or a modifi- 
cation of it which may be of some practical 
interest. A great many health officers and 
physicians hesitate to use a Schick test be- 
cause they have not any practice, and they 
fear that they would not give it correctly. 
Also they cannot wait four days to read 
the Schick test, that meaning an extra visit. 
It struck him that possibly he could com- 
bine the Schick test with a subcutaneous 
test, so he tried, with Schroeder, to do a 
number of schoolchildren by first giving 
1/10 L plus intracutaneously, and then go- 
ing deeper for the rest of the injection. 
When he came to read the children, he re- 
alized that with this larger amount given 
subcutaneously there develops an erythema, 
hyperemia of the skin, over that injection. 
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So he began-to test out several schools with 
a Schick test onthe forearm and a ‘subcu- 
taneous test on the lower’ anterior part of 
the arm, and the results came out uni- 
formly. He found in the schools that by 
‘doing this a visit is saved. His way has 
been to do a Schick test or a Schick test 
and a control, and in four: days give the 
positive children the injection: In this way 
he goes to the school and does an arm test, 
and then if the arm is positive he gives 
two or three injections, and if the arm is 
negative only one injection. The point that 
Park wishes to make is that to use this test 
it must be strictly subcutaneous, and the 
larger amount gives some leeway, but it 
should be definitely under the skin, and we 
find that this anterior part of the arm is 
by far the best way to give it. If we give 
it at any other place it is not so uniform. 
As to the results that he has had from 
toxin-antitoxin immunization. The first 
evidence he tried to get was, does the 
amount of antitoxin which means a nega- 
tive Schick test really give immunity? In 
the work in New York, Zingher and Park 
first tested that out by making the test on 
the children in hospitals, and watching to 
see if any of those giving negative tests 
developed diphtheria. He always has about 
6 per cent in a year develop light diphtheria, 
and he found that when a second immuni- 
zation was given there was no loss of 
immunity. They remained immune so far 
that no case of diphtheria developed, and 
with that evidence he thought that the theo- 
retical evidetice obtained by Schick was 
substantiated. Since that time he has been 
watching carefully, and there are a certain 
number of cases of mild diphtheria or a 
sore throat with diphtheria bacilli happen- 
ing in negative Schick cases. If one gets 
a sore throat, suspicious of diphtheria, and 
one gets no diphtheria bacilli, it is not true 
diphtheria. If one gets the same with diph- 
theria bacilli the tendency'is to say that it 
is diphtheria. On the other hand, he 
realizes that one per cent of the children in 
towns and cities are carriers of diphtheria 
bacilli. If that one pet cent of diphtheria 


carriers develop tonsillitis, of course they 
would show diphtheria cultures, and simply 
finding a culture in a suspicious throat 
would not prove a case of diphtheria. 

In New York. City, due to the general 
diphtheria propaganda and toxin-antitoxin 
immunization, in the last five years diph- 
theria has dropped more than 5000 in 
deaths and more than 40 per cent in cases. 
That is a pretty big drop. Five years ago 
they had 12,400 deaths, last year 576 deaths. 
The cases had dropped from 14,000 down 
to 8500. We have a right to believe in the 
general effect of having every child in New 
York, City immunized that is going to 
school, with a letter asking the parents to 
consult with a physician, so getting consent 
for immunization. The result is every per- 
son in New York always knows a little 
more about diphtheria, a little more about 
antitoxin, and these things all together have 
brought about a great deal of its reduction. 

Scarlet Fever—Park wants us to realize 
that we are in scarlet fever where we were 
in diphtheria, say ten years ago. What he 
says he thinks is true, but is not yet proven. 
Maybe next year we will have to take it 
back. Streptococci have been connected 
with scarlet fever for years and years. 
More than thirty-five years ago it was sug- 
gested that streptococcus was the etiological 
factor in scarlet fever. We know that 
every case of scarlet fever had abundant 
hemolytic streptococci—more aboundant 
than other cases. It might be due to the 
fact that irritation of the throat by scarlet 
fever would allow the streptococci normally 
present to grow rapidly. We know that 
when one has cases of ear infection, or a 
mastoid infection, it is very dangerous to 
let those children, or people, go out because 
they almost surely give the infection to 
others, and in that discharge there are 
hemolytic streptococci. In their laboratory 
in 1912 one of the workers took a swallow 
through a pipette of hemolytic streptococci 
and developed scarlet fever two days later. 
She had no contact with any scarlet fever. 
Just before the war, Dr. and Mrs. Dick, 
working with a volunteer nurse, sprayed the 





PROGRESS IN THERAPEUTICS 49 


throat or swabbed it with streptococci from 
a case of scarlet fever, and this volunteer 
developed scarlet fever. He has thought 
that the streptococcus not only was the most 
serious complicating organism in scarlet 
fever, but he did not quite feel that septic 
sore throat was the same as ordinary scarlet 
fever, and yet the streptococcus was cer- 
tainly a very suspicious character in that 
regard. The Dicks, who have been work- 
ing year after year on scarlet fever, then 
thought that possibly if human skin was 
tried we could get something from the toxic 
products in the same way that Schick used 
the diphtheria toxin. They tried immuniz- 
ing animals and found it would not do any- 
thing specific. The Dicks said that as the 
human being is the only one that will take 
scarlet fever, maybe the human skin is 
different. This was proven true, and im- 
mediately the thing began to clear up. They 
got some volunteers, and they injected a 
larger dose of toxin, and they developed a 
typical moderate attack of so-called scarlet 
fever from the toxin alone. Then in the 
Durand Hospital they tested out the nurses, 
and to those who gave the reaction they 
administered an immunizing injection of 
toxin sufficient to give them a mild scarlet- 
fever-like disease for a day or two. Since 
that time none of the nurses developed 
scarlet fever. Previously 6 per cent of 
nurses would develop scarlet fever. The 
doctors did not wish to be immunized and 
one developed scarlet fever. They are all 
getting immunized at the Durand Hospital. 
It has come out that this toxin seems to be 
like the diphtheria toxin picking out the 
immune and non-immune. 

Zingher in the Willard Parker, with 
Park, has been testing every individual that 
came in, and they absolutely substantiate 
and agree with all the Dicks have done. 
The great majority of cases of scarlet fever 
that come in show a positive Dick test upon 
arrival, and then later they show a nega- 
tive test when they are bled. They have 
had several cases in which the Dick test 
has been negative when they came in. Also 
they have found that the serum blanched 
when the child came in, and that implies 


that those cases did not have the ordinary 
scarlet fever. They believe that this Dick 
test may help in diagnosing special rashes. 
The Dicks found that they could give one 
dose of toxin big enough to give a scarlet- 
fever rash, and the patients would become 
immune afterwards so far as the toxin 
shows. Park is trying to give three injec- 
tions, and he finds that after two weeks 
the children fail to respond in the small 
number that has been injected in that length 
of time. He believes we can immunize just 
the way we do with toxin-antitoxin. It may 
be possible to put the two together, so that 
we can give the double dose of. diphtheria 
toxin and scarlet-fever toxin. 

Dochez, working entirely independently 
of the Dicks, through a scheme he thought 
of, injected horses with agar, and into the 
agar he injected the streptococci from scar- 
let fever cases ; the serum from these horses 
when injected into the skin of the scarlet- 
fever case blanches it. From that he 
thought that that serum was antitoxic. 
Black of the Johns Hopkins has used it, 
and it has been used at the Willard Parker 
Hospital. The results are rather striking. 
The fever drops and the rash disappears 
quite quickly. The fever drops from 103.5° 
or 104° over night to 99°, and quicker than 
the average case has dropped. It looks as 
though we have achieved the same thing as 
we have with diphtheria antitoxin. Also 
we can refine the serum in the same way 
so we can make the antitoxin by giving the 
scarlet-fever toxin just’'the same as diph- 
theria. Instead of using Dochez’s elaborate 
method we can simply use the Dick toxin. 
It looks as if scarlet fever would come to 
be treated and looked at much like diph- 
theria. 

Measles.—Just a word on measles. Thir- 
ty years ago a German physician suggested 
giving convalescent measles serum at the 
beginning of a case to lessen the severity, 
which it did not do altogether, or earlier to 
prevent it. For the last five or six years it 
has been used more and more; and in 
Germany one physician used it on 1000 
children. It seems from the results at the 
Willard Parker that it is a public health 
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measure to have convalescent measles serum 
on hand for any physician and for all in- 
stitutions, so arrangements were made to 
get a quantity of serum, and they arranged 
to give it out generally. They found a 
great deal of difficulty in getting enough 
convalescent serum. So few adults have 
measles, and generally when we come to the 
adult to get his consent, his wife or sister 
has persuaded him that he is anemic and 
should not lose blood. They found their 
best results in the hospital. He has this 
serum at his bureau office, where any phy- 
sician can get it for any child which has 
been exposed for not more than five days, 
and for any child that is sickly. It is used 
especially for institutions. If one gives the 
serum after about six or seven days, one 
may develop a very slight attack of measles 
without coryza. In no institution where 


this has been used has pneumonia followed 
any outbreak. The child of a friend of his 
had developed measles. Another child had 
been thoroughly exposed. The child was 
given 10 cc of convalescent serum, and he 
sailed for Europe, no harm being done. 


Many times some sickly child which should 
not have measles will be saved from pneu- 
monia and from ear trouble by its use. 





Oxidized Cod-liver Oil in the Therapy 
of Rickets. 


In the Lancet of July 12, 1924, WacNnER 
and WIMBERGER discuss the results ob- 
tained by Mellanby (1919 and 1921) in 
his experimental work with puppies, Show- 
ing the distribution of antirachitic proper- 
ties in animal fats, and especially the value 
- of cod-liver oil, together with the observa- 
tions of McCollum and his coworkers 
(1913, 1916) upon the distribution of the 
vitamin “fat-soluble A,” necessary for 
growth and for prevention of eye disease 
in the young rat. These have led many to 
the conclusion that the rickets-preventing 
property of these fats was due to, and in 
proportion to, their content of fat-soluble A. 

In support of the view that the anti- 
rachitic organic factor is identical, or close- 
ly connected, with vitamin A are the fol- 


lowing facts: The distribution of the two 
principles in nature is, on the whole, sim- 
ilar; both are resistant to the action of heat 
in absence of oxygen, and both are sensitive 
to temperatures of 100° C. and over in 
presence of oxygen. In both cases the 
active principle is found in the unsaponifi- 
able fraction of the fat, in which it occurs 
naturally, and in both cases light radiation 
is able to enhance, and under certain cir- 
cumstances to substitute, the effect of the 
vitamin. 

No clinician or experimental worker has 
to-day any doubts concerning the therapeu- 
tic value of cod-liver oil in rickets. But the 
question whether this therapeutic effect 
depends in fact upon its content of vitamin 
A, and can be replaced by fat-soluble vita- 
mins from other sources, is much debated 
at present, and could only be answered after 
many detailed and laborious animal experi- 
ments. 

The recent researches of McCollum and 
his school (1921, 1922), however, point 
definitely to the conclusion that two sep- 
arate fat-soluble vitamins are present in 
cod-liver oil: a growth-promoting and 
xerophthalmia-preventing principle (vita- 
min A) on the one hand, and a calcium- 
depositing or antirachitic principle on the 
other. The evidence in support of this 
view is briefly as follows: Butter, while 
possessing a value for cure of xerophthal- 
mia comparable with that of cod-liver oil, 
was greatly inferior in its capacity to main- 
tain growth on diets deficient in calcium 
or to cure rickets developed on diets de- 
ficient in calcium or in phosphorus. After 
subjection to prolonged heating in presence 
of oxygen (12 to 20 hours at 100° C.) cod- 
liver oil retained its property of curing 
rickets in rats, but had lost all antixeroph- 
thalmic power. McCollum and his cowork- 
ers also showed differences to exist in the 
distribution of these two principles among 
certain vegetable oils, cocoanut oil, for 
example, displaying antirachitic properties, 
while possessing no power to cure xeroph- 
thalmia. Comparable results were obtained 
by McClendon and Baughess (1921) and 
by Goldblatt and Zilva (1923), who showed 
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that spinach, while able to promote growth 
and cure xerophthalmia in rats with daily 
doses of 0.1 to 0.25 g., had no effect in pro- 
moting deposition of calcium even when 
3 g. was administered. Goldblatt and Zilva 
also measured the rate of destruction by 
heat oxidation respectively of the growth- 
promoting and the rickets-healing proper- 
ties of cod-liver oil. Before treatment, the 
minimal doses required to demonstrate 
these two properties were found to be 
approximately equal in the sample of oil 
employed, but the antirachitic function was 
proved to be distinctly the more resistant 
to oxidation at 120° C., thereby confirming 
the result obtained by McCollum and his 
coworkers. 

Further evidence upon this point is given 
by the researches of Zucker, Pappenheimer, 
and Barnett (1922), who, by boiling cod- 
liver oil with alkali without precautions to 
prevent oxidation, were able to prepare an 
extract with antirachitic value 100 times 
as potent as the original oil. Using the 
same method of concentration with other 
sources of fat-soluble vitamins (vitamin A), 
such as butter, cocoanut oil, spinach, and 
sheep’s liver, Zucker and Barnett (1923) 
were unable to prepare substances which 
approached the potency of that obtained 
from cod-liver oil. Stélzner (1921), work- 
ing on different lines, has recently prepared 
an “oxy-cod-liver oil,” of which the calcium 
salts of the oxidized fatty acids were found 
to possess high antirachitic potency. This 
result recalls the hypothesis of Freudenberg 
and Klocmann (1913 and 1914) that the 
action of cod-liver oil in rickets is bound up 
with its high content of unsaturated fatty 
acids. 

The authors report: 

1. Four cases of active rickets in infants, 
aged from five to twelve months, who were 
treated with oxidized cod-liver oil (heated 
for twenty-four hours at 120° C. with air 
bubbled through). The daily dose was 10 
g., and the cases, carefully controlled with 
regular #-ray examination, showed satis- 
factory healing of the bone lesions at a 
rate rather slower than with the same dose 
of a potent, crude, untreated cod-liver oil. 


2. The growth-promoting potency of the 
two samples of oil, tested by growth experi- 
ments on rats, was found to be in the ratio 
of about 1:20. 

3. Assuming that a daily dose of 10 g. 
untreated cod-liver oil, when used in therapy 
of rickets, does not provide any great ex- 
cess of antirachitic principle, these observa- 
tions lend support to the view that cod-liver 
oil contains two active organic factors: 
(1) antirachitic or calcium-depositing, and 
(2) growth-promoting (vitamin A), and 
that the latter is the more sensitive to oxi- 
dation at a high temperature. 


Anesthesia for Short Operations on 
Children. 
THOMPSON inthe Lancet of July 12, 1924, 
states that from the anesthetist’s point of 
view children may be divided into two 
classes: (a) Those who take the anesthetic 


quietly, and (b) those who will not take it 
unless it is forced on them. The first class 
includes those children who are very ill, 


and, though it used to be taught that “‘chil- 
dren take gas badly,” it will be found by 
experience that they take gas and oxygen 
well. It is now given almost as a routine 
at the Hospital for Sick Children in cases 
of hypertrophic pyloric stenosis, and the 
results of operation in these cases are en- 
couragingly successful. It is a form of 
anesthesia that might be more frequently 
employed for children. 

It is the second class that he particularly 
considers. The anesthetist who also does 
private practice will have the opportunity 
to study the after-effects of anesthesia on 
children, and if he has to treat the children 
afterwards, he must soon realize the harm 
caused by the administration of an anes- 
thetic through shock and the subsequent 
fear of the doctor; this is sometimes so 
great that it is almost impossible to do any- 
thing with the children for a year or more. 

To avoid these two after-results, he con- 
siders the most important thing to do is to 
shorten the period of induction. The drug 
that produces anesthesia most rapidly is 
ethyl chloride, and this, followed up with 
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ether, he believes to be the best form of 
anesthetic for these children at present. It 
was said to him by a well-known anesthe- 
tist that a drug that produces anesthesia so 
rapidly must ipso facto be a dangerous 
drug to use. In the hands of an indifferent 
administrator this is doubtless true; but ex- 
perience teaches us everything, and in a 
series of 10,000 administrations of ethyl 
chloride given in the dental department no 
bad effects were noticed. On the strength 
of this, he has used ethyl chloride followed 
by open ether in a series of 200 cases in the 
out-patient theater without observing any 
ill effects or alarming symptoms or having 
any difficulty in the administration. 

He gives ethyl chloride on an open mask, 
the amount used being about 3 cc for a 
child of five years old. It is sprayed on the 
mask, which is immediately applied over 
the face and is followed by open ether later 
on. The child is instructed to blow it away, 
and four “blows” with the inspirations that 
accompany them are usually sufficient to 
produce loss of consciousness. The child 
seldom struggles, and even if it does there 
is no prolonged induction period—the time 
being only a few seconds—and consequently 
there is little recollection afterwards of the 
struggle with the anesthetist, and less fear 
of “the doctor,” so that one can still do 
something with the child again. 

It is quite possible to get a child under 
the anesthetic rapidly with open ether, but 
it means “pushing” the anesthetic, and any 
one who has had the experience of breath- 
ing with a large amount of ether on the 
mask knows how extremely unpleasant it 
is. He can vouch for this from personal 
experience. With the avoidance of a pro- 
longed induction period, he has noticed 
less shock following short operations. This 
shock, in the case of such short operations 
as are done in an out-patient theater, he is 
inclined to regard as postanesthetic rather 
than as postoperative. 

The question of administration of an 
anesthetic to a child is not complete without 
reference to the handling of the child and 
the obtaining of the child’s confidence. This 
is just as important for the anesthetist as 


for the physician. Children should never 
be forced to lie down suddenly, it nearly 
always frightens them, and if the mask is 
clapped over the face and ether forced on 
to them, it is long before they recover their 
confidence in a doctor. If the anesthetist 
had to treat these frightened children he 
would realize the importance of the care- 
ful handling of a child. 

As regards chloroform, he does not in- 
tend to enter into any discussion as to its 
comparative merits, or to resuscitate the 
tedious ether - versus - chloroform contro- 
versy. He gives children chloroform when 
necessary, and admits that it produces a 
gentle anesthesia, but he has never liked it 
for children. 





Artificial Pneumothorax. 


The Lancet for July 26, 1924, in an edi- 
torial on this subject, states that an interest- 
ing stage in the development of any new 
method of treatment is that in which, after 
its value has been established, the indica- 
tions and contraindications for its employ- 
ment, and the limitations of its usefulness, 
are being investigated. Artificial pneumo- 
thorax was first employed in the treatment 
of pulmonary tuberculosis in England in 
1910, over twenty years after. its introduc- 
tion in Italy by Forlanini. It is now recog- 
nized by nearly all workers in tuberculosis 
as a valuable addition to treatment, not 
infrequently helping cases in which the 
ordinary methods of treatment fail, and 
restoring to working capacity many patients 
who otherwise would be condemned at best 
to chronic invalidism and sooner or later 
to complete breakdown. The value of 
artificial pneumothorax is not, however, as 
widely recognized by the profession at 
large as its importance deserves ; the method 
is too often regarded as a desperate resort 
in advanced cases. 

The Lancet publishes two interesting 
papers: the first is by Burrell, giving the 
results of his first 250 cases up to date, 
and extending and amplifying the informa- 
tion given in the valuable report presented 





PROGRESS IN THERAPEUTICS 53 


to the Medical Research Council in 1922 
by MacNalty and himself; the second paper 
is by Wingfield and Wilson, which forms 
an admirable complement. This paper deals 
with the conduct of the cases in which 
artificial pneumothorax has been employed, 
correlating certain of the clinical features 
with the ultimate results obtained. Burrell’s 
results show, what might naturally be ex- 
pected, that the best results are obtained in 
patients with moderate resistance to the 
disease, in whom the condition is unilateral. 
He finds that in bilateral cases, although 
the immediate results of artificial pneumo- 
thorax on the more affected side may be 
good, relapse usually occurs and the late 
results are unsatisfactory, though life may 
be considerably prolonged. In the report 
to the Medical Research Council, Dr. Bur- 
rell gave categorically his views as to the 
merits and demerits of this form of treat- 
ment. In the present paper he emphasizes 
his opinion that early diagnosis in a great 
majority of cases enables arrest to be 
achieved by ordinary methods, and that 
artificial pneumothorax should be consid- 
ered not as a routine treatment, but as a 
safe method of resting the diseased part of 
the lung where ordinary methods fail, so 
that while it should not be used for early 
‘ cases, its consideration should not be too 
long deferred in cases which do not respond 
to other methods. He discusses the dangers 
and the complications and shows that they 
are not serious enough to weigh against 
the undoubted benefits that it is capable of 
conferring upon cases properly selected. 
The paper by Wingfield and Wilson deals 
with 75 cases treated at Frimley Sanato- 
rium, in 60 of which the induction of the 
pneumothorax was carried out at the 
Brompton Hospital. They deal especially 
with the criteria for estimating the effect 
of this form of treatment, and do not dis- 
cuss its value or even the details of its 
application, such as the spacing of the refills 
or their amounts. Many observations of 
great interest emerge from the analysis of 
their cases. Thus the length of time be- 


tween the induction and the commencement 
of exercises has varied from 6 days to 285, 
with an average of 106. These figures 
should warn us against expecting dramatic 
results from the treatment. 

After defining relapse as any condition, 
whether accompanied by pyrexia or not, 
necessitating stopping exercise and being 
put on “rest” for four days or more, the 
authors find that the longer such a relapse 
the worse the ultimate prognosis, and the 
earlier it occurs after exercise has been 
started the less likelihood of an eventual 
good result. On the other hand, a relapse 
occurring for the first time when the pa- . 
tient has reached a high grade of exercise is 
of little importance. They find that better 
results are obtained in those with a com- 
plete collapse than in those in whom partial 
collapse only has been obtained, but in the 
absence of details as to the degree of dis- 
ease before induction, they deprecate the 
use of their figures as an argument in favor 
of dividing adhesions. Their views on the 
value of pneumothorax treatment in bilat- 
eral disease are in substantial agreement 
with those of Burrell. They find that an 
irregular or a periodic temperature in men 
is an unfavorable indication. One of the 
great benefits of this form of treatment is 
the cessation of cough and sputum, or, if 
sputum persists, the disappearance from it 
of tubercle bacilli. Wingfield and Wilson’s 
figures show that when the bacilli persist 
in the sputum in spite of the treatment the 
outlook is very unfavorable. As with other 
modes of treatment gain in weight is a 
valuable index of the beneficial effect of 
this treatment. Early loss of weight is of 
grave import and should lead to a recon- 
sideration of the treatment as a whole. 

A complication discussed in both papers 
is that of pleural effusion occurring in the 
course of artificial pneumothorax. Wing- 
field and Wilson maintain that where the 
effusion is clear and non-purulent it has no 
influence on the ultimate result, an opinion 
in which Burrell concurs, except that he 
finds that in cases occurring in association 
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with bilateral disease the outlook is less 
good and that there is a tendency for the 
effusion to become purulent. It is allowed 
in both papers that a purulent effusion is a 
grave occurrence. Perhaps the most strik- 
ing result is that in Wingfield and Wilson’s 
cases, which were an unselected, consecu- 
tive series, including a proportion of the 
late stage or “last resort” types of case, 
no less than 49 per cent were restored to 
working capacity. It is noteworthy that 
these results were obtained in a sanatorium, 
and it serves to emphasize Burrell’s opin- 


ion to the effect that artificial pneumo- 
thorax is not to be regarded as a cure for 
pulmonary tuberculosis, but as a safe 
method of insuring rest of the diseased part 
of the lung, to be used in conjunction with 
other methods of treatment. This seems 
to the Lancet to be the true perspective, 
and, used with due discrimination, the in- 
duction of artificial pneumothorax will give 
even better results than at present. It must 
be emphasized, however, that the selection 
of cases should be most carefully made, and 
here x-ray examination is indispensable. 





Surgical and Genito-Urinary Therapeutics 


The Prostates We Should Not Massage. 


Petouze (Medical Journal and Record, 
June 18, 1924) warns against massaging an 
acutely inflamed prostate. Such prostates 
are usually hot, swollen, throbbing, and 
decidedly tender. Their massage is a 
blunder that may cause abscess formation 
by breaking down the barriers to infection 
that nature is trying to form. 

Proper massage of the chronically in- 
flamed prostate is uncomfortable, but it is 
not acutely painful. A general rule can be 
made that the very tender prostate, if 
massaged at all, should be massaged with 
the utmost gentleness and care. It is a 
border-line gland which should arouse 
suspicion. 

The presence of calculi in the prostate is 
usually discovered by the transmission of a 
clicking or crepitating sensation to the 
finger. Calculi of varying sizes may, how- 
ever, be present in the gland and not be 
discovered. This probably accounts for a 
small number of prostates that are not 
improved by any form of treatment. Stones 
of any considerable size will generally cast 
an x-ray shadow. Massage of these glands 
does no harm, as a rule, but it rarely does 
any good except where there are distinct 
symptoms of toxic absorption from the 
prostatic acini. 


Nodules of any kind in the prostatic 
substance should be viewed with suspicion 
and massage withheld until they are proved 
not to be tuberculous or malignant. 

Theoretically, interstitial inflammation of 
the prostate can cause marked nodulation 
of the gland, but from a practical, clinical 
view this possibility had best be forgotten. 

It is not enough to consider that only 
hard nodules are tuberculous or malignant. 
The acute tuberculous focus is not hard, 
and in the markedly nodulated tuberculous 
prostate soft swellings are common. Mas- 
sage of the tuberculous prostate is usually 
followed by marked activity in distant 
organs, if not by a generalized miliary 
tuberculosis and death. Also, massage is 
poor treatment for malignancy. 

Under the non-responding prostatics may 
be grouped that considerable number of 
patients in whom there seems to be 
clinically no contraindication to massage, 
but who either grow worse or do not 
improve during the time it is carried out. 
It can be safely said that if the local 
symptoms of these patients are not 
improved or banished after six weeks of 
treatment a pathological condition exists 
other than a follicular prostatitis. By this 
it is not to be inferred that one can render 
such glands free from pus in that time, but 
that there should be a subsidence of sub- 


, 
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jective symptoms and an improvement in 
the objective ones. 

Perhaps it is too sweeping to say that in 
tuberculous subjects the prostate should 
never be massaged, but certainly there 
should be something more important than 
the presence of pus in the prostatic secre- 
tion to tempt one to do so. 

It should never be forgotten that pros- 
tatic massage is applied for the cure of 
disease; that the tissue directly attacked is 
the seat of disease; that no lesion in the 
body is cured by roughness, and that this 
organ offers no exception. Our aim is 
threefold and is only reached by gentleness. 
We desire to promote drainage in a poorly 
draining organ, to improve its circulation 
and to stimulate its musculature. Bruising 
cannot accomplish any of these purposes 
and may do great injury. 


Vasovesiculitis Simulating Acute 
Appendicitis. 
DaiLey and Grant (Medica] Journal and 


Record, June 18, 1924) report three cases 
in which the diagnosis of appendicitis 
might readily have been made and a need- 
less operation performed had not a rectal 
examination shown seminal vesiculitis to be 
the cause of the constitutional symptoms 


and the local pain and tenderness. The 
abdominal symptoms are due to peritoneal 
invasion and may simulate acute appendi- 
citis. Pyemia has been known to follow a 
septic phlebitis of the adjacent venous 
plexus. Dull, persistent, suprapubic pain, 
constant pains in the lower lateral quad- 
rants of the abdomen, with a urethral dis- 
charge, should suggest vesical 
trouble. 

The point that the writers accentuate is 
to the effect that all practitioners who are 
called to decide upon the presence or ab- 
sence of appendicitis in the male should 
make certain, particularly if the suspected 
case is somewhat atypical, that the seat of 
the trouble is not in the vasa and vesicles. 
All that is necessary is to keep in mind this 
‘ possibility, when a digital examination will 
make clear the differentiation. 


always 


Treatment of Tuberculosis of Bones 
and Joints. 


GIRDLESTONE (British Medical Journal, 
June 14, 1924) observes that twenty years 
ago tuberculous disease attacking the spine 
or the hip dealt hardly with the bodies of 
its victims; only too commonly the story 
was one of persistent pain, increasing 
deformity, sinuses profusely discharging 
for months, then lardaceous disease with 
its added miseries, and at last death. But 
now there is little excuse for delay in 
diagnosis or prompt admission to a special 
hospital; and if admitted in good time the 
patient quickly loses all his pain, ceases to 
go downhill, and starts the slow process of 
recovery. 

A cure in one hospital’s register may be 
a very sick patient in another hospital’s bed. 
This is tragical for the patients, misleads 
the surgeons, and falsifies statistics. But it 
is an experience that is disappearing where 
the hospital staff make certain of maintain- 
ing constant supervision of their cases after 
they go home. 

The treatment of the disease requires the 
raising of the patient’s general vitality as 
quickly and as fully as possible. Any 
factor, such as strain or movement, harm- 
ful to the diseased part, must be eliminated ; 
the patient must be rested and made com- 
fortable, and his local circulation must be 
stimulated. Septic infection must be 
avoided, and the affected part must be 
restored to strength and function. 

These ends are best achieved by prompt 
admission of the patients to an open-air 
orthopedic hospital. 

General treatment comprises the skilled 
use of four great natural remedies: rest, 
good feeding, open air, and sufficient time. 

Food must be adequate but not excessive, 
simple but well cooked and attractive, 
appropriate to the season and the weather. 
When it is cold more food should be given, 
and especially more fat. In very hot weather, 
on the other hand, flesh and fat should be 
very largely replaced by fruit and veg- 
etables. Plenty of water should be taken, 
mostly between meals. 
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Ultra-violet rays are stopped in the outer 
layers of the skin; in large doses they 
destroy: bacteria on the surface of the 
epidermal cells; in smaller doses they 
stimulate the cells and tend to produce 
pigmentation. The sun’s rays, as their 
wave-length increases from violet toward 
red, gradually lose photochemical activity, 
but gain in penetration and heating power. 
The strong rays of the summer sun, if 
unchecked by cool and moving air, quickly 
overdo this heating, the skin and the whole 
body get too hot, general loss of tone results. 
Frée use of the sun’s light without protec- 
tion, or of its heat without associated 
cooling, is wholly bad. Sun and air act 
together, but the sun has been given all the 
credit. Good pigmentation is a great help 
to a patient; for he can be exposed to sun 
and wind for much longer periods than one 
who has been unable or less able to protect 
himself with bronze armor. But the very 
pigmentation has its dangers; it is the 
visible and obvious thing in heliotherapy— 
it catches the eye and diverts the mind. 
One danger is that it may divert the mind 
from a true conception of the help of the 
sun; another is that its degree may be 
taken as a measure of cure. Sunlight acts 
on the body in two ways—photochemically 
and calorifically. These activities differ 
profoundly. 

The first step in heliotherapy is the care- 
fully graduated exposure of the body in 
order to develop pigment; and until and 
unless pigment is developed only a small 
dose can be tolerated, and more than a 
small dose is definitely harmful. 

Pigmentation, so far as is known, is 
definitely and merely a protection of the 
deeper layers of the skin and underlying 
tissues from the photochemical effect of 
sunlight. “ 

The more completely photochemical ac- 
tivity is cut out, the better the patient 
responds to heliotherapy. 

It is already clear that for superficial 
lesions a source of ultra-violet light is 
necessary; this can be supplied artificially, 
but in other forms of surgical tuberculosis 
the tungsten arc or the mercury-vapor 


lamp are cold and relatively valueless sub- 
stitutes for the sun. 

The sun saves the patient from undue 
cold, the wind from undue heat. The 
combination is pleasurable and, like a con- 
trast bath, it promotes an active hyperemia 
in the skin. 

Neither sun nor wind can be used to the 
best without the other. Together they 
work in ways far beyond direct helio- 
therapy as a source of health and vigor. 

The splintage should hold the parts 
accurately and comfortably; not constrict 
the circulation in the affected part; not 
interfere with respiratory movements; 
allow exposure to sun and air. In spinal 
caries it should allow full exposure of the 
back without risk of strain, and where 
bone destruction has made a local kyphosis 
inevitable and desirable it should be mini- 
mized and compensatory curves should be 
developed. 

The splint should be as simple, inexpen- 
sive, and widely applicable as possible. 

During the period of active disease, 
characterized by pain and muscular spasm, 
before splints are applied, or if they are 
inefficient, perfect surgical rest is indicated. 
When all pain and muscular spasm are past, 
and muscles are no longer quick to resent, 
but ready to induce, minor movement of the 
joint, relative immobilization is allowable. 
At the end of treatment comes the, “secon- 
dary diagnosis of restoration.” 

For children under sixteen formal oper- 
ations are seldom if ever warranted, but in 
adults when disease is advanced, and a 
stiff joint is the best that can be hoped for, 
an excision will give a healed, strong, pain- 
less limb more quickly, more certainly, and 
of sounder stability than conservative 
measures; and more safely. _ Operative 
internal splintage has real value in spinal 
caries in adults. 

An abscess is only aspirated if it threatens 
the skin. A fine needle is used, but no 
determined effort to empty the abscess is 
made; as a rule nothing is injected. The 
fluid in a cold abscess is harmless. To open 
and drain a cold abscess is to commit a 
surgical crime. 
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Drainage of the Infected Uterus. 


Hosss (Proceedings of the Royal Society 
of Medicine, July, 1924) concludes a well- 
systematized article on this subject as 
follows : 

Careful treatment of the endometrium, 
with draining of the cavity of the uterus, 
does not produce an extension of existing 
inflammation, but lessens it. 

The cavity of the uterus can be 
approached repeatedly until the uterus 
becomes firm and the discharge is abolished. 

One treatment is not sufficient to disin- 
fect an infected uterus. 

It is safer to drain the uterus after 
swabbing or curetting, and after the appli- 
cation of strong styptics to its interior. 

In a large number of cases of uterine 
infection with pelvic inflammation, the 
cause of the pain and discomfort lies not 
so much in the tubes, etc., as in the 
uterus, because it is inflamed, heavy, and 
obstructed. 

Inflammatory conditions spreading from 
the uterus to the adnexa are not only no 
bar to but are an indication of the need 
for treatment of the endometrium, since the 
primary focus of infection resides in it. 
This is proved by the facts that the pain 
disappears and the physical signs subside 
much more quickly when the uterus is 
drained than when it is left alone. 

Unless these lesions outside the uterus 
are of the grossest kind (large collection of 
pus in the tubes, pelvic abscess, general 
peritonitis) no abdominal operation should 
be performed, at any rate until thorough 
and methodical treatment of the endo- 
metrium has been tried. 

Exacerbations of salpingitis have proved 
far less frequent if the uterus has been left 
in a healthy condition. 

After treatment of the infected endo- 
metrium menstruation becomes painless, 
and the excessive flow becomes normal in 
amount. 

If the infected tubes are removed, and 
the uterus is not rendered healthy, patients 
are liable to attacks of acute endometritis 
and pelvic peritonitis. 


Primary hemorrhage is the only indica- 
tion for exploring the uterus after labor or 
miscarriage. Secondary hemorrhages can 
usually be dealt with by suitable intra- 
uterine treatment. 

Cases of retained products producing 
septic discharges can be treated by drain- 
age alone, and do not necessitate operation. 
If the uterus be suitably drained and 
allowed to recover its tone to some extent, 
the septic products are expelled naturally, 
or present themselves at the os, when they 
can be gently twisted out. 

When bacilluria complicates the puer- 
perium, it should be borne in mind that 
inflammation in the uterus is present in 
some form, and that we must not be misled 
by the presence of a negative smear and a 
partially draining uterus. 

At no distant date a method will be found 
for dealing with the organisms which have 
spread from the uterus to the blood-stream, 
but even that will be of little avail unless 
the uterus has been freed from its infection. 

Hobbs secures drainage by a soft india- 
rubber terminal eyed catheter smaller than 
the cervical canal—No. 4 to 8—with a mark 
six inches from the end. This catheter 
having been introduced to the fundus uteri 
one to two glycerin is injected and allowed 
to flow out; the catheter is left in situ and 
the patient is put in the Fowler position. 





Duodenal Ulcer Among Medical Men. 


ForsytH (British Medical Journal, No. 
3305, 1924) states that the first society to 
make known its experience in this relation 
is the Medical Sickness Annuity and Life 
Assurance Society, whose policies are is- 
sued almost exclusively to medical men. 
Its statistics of duodenal ulcer are based, 
therefore, on that class of the community 
which can best command early and accurate 
diagnosis, and has readiest access to the 
most skilful treatment. Moreover, by the 
nature of its work its registers constitute a 
complete health record of each of its mem- 
bers, details of every term of sickness for 
which a claim has been made being entered 
over a period of years; in this way the 
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after-histories of cases of duodenal ulcer 
have been traced with a fulness and ac- 
curacy which is impossible with hospital 
or even private cases. Against this must 
be set the fact that its figures, being drawn 
from a fraction of the population only, 
must be relatively small. An analysis of 
its records shows impartially the results, 
good or bad, of the alternative methods. 
Whether cure, relapse, or death follows, the 
registers are concerned only to record the 
fact. 

To summarize first the figures relating to 
all cases: 


Total number of cases 59, involving 119 claims. 

Average period of invalidity, 4 months 3 weeks. 

Longest period of invalidity, 11 months 1 week. 

Longest total incapacity in any one case, 1 year 
2% months. 


These figures show at once that, what- 
ever the treatment adopted, duodenal ulcer 
means protracted illness. A patient, even 
under the best conditions, must expect to 
be laid aside for months before he can re- 
turn to work. Even then, as the next fig- 
ures show, the likelihood of a recurrence 
of the trouble is considerable: 


Relapses. 
7 cases relapsed once 1 case relapsed 4 times 
9 cases relapsed twice 1 case relapsed 5 times 
3 cases relapsed thrice 1 case relapsed 7 times 
Total of cases with relapses 2237 per cent. 


It would seem, perhaps, that in this 
tendency to relapse may be found an ex- 


planation of conflicting opinions. A sub- 
stantial majority of the cases, once they 
recover, suffer no further; but a large 
minority have a less fortunate history, and 
this irrespective of the treatment followed. 
Any method of treatment will be able to 
count its many successes, but will also need 
to acknowledge its failures. 

If next the records are examined for the 
comparative results of surgical and med- 
ical treatment, a highly interesting series 
of figures is obtained : 


Cases operated on 
Cases treated medically 


33—=56 per cent 
26—44 per cent 

Roughly speaking, medical opinion, as 
voiced by medical patients themselves, is 
equally divided between the advantages of 


surgery and medicine, with a bias toward 
operation. : 

Exactly 33 per cent of the operation 
cases were invalided from .work for five 
months or longer, as against 12 per cent 
of those treated medically. 

But even more important than this is the 
question of the permanency of the good 
effects of the two methods of treatment. 
Can it be shown that in respect to either of 
them the word “cure” is applicable in the 
sense of a permanent relief from the 
symptoms ? 

Here again there is nothing to choose 
between the two groups. Both show a high 
percentage of relapsing cases. Even ten 
years after the last attack a recurrence may 
take place—and this, interestingly enough, 
has happened in both operation and non- 
operation cases. This fact alone enjoins 
caution on physician and surgeon alike in 
claiming cures relatively soon after treat- 
ment. 

It should be mentioned that of the 33 
eases which were operated on, four came 
to re-operation after periods of one to six- 
teen years. 

Finally, there is the question of mortality. 
Here the results are: 


Deaths. 
Operation 
Non-operation 

Two of these deaths immediately fol- 
lowed the operation. The absence of deaths 
among the non-operation cases is note- 
worthy, seeing that hemorrhage occurred 
fairly often. Probably this immunity can 
be accounted for by the peculiarly favored 
position of medical men, which insures 
them prompt diagnosis and treatment. 

To sum up, the special value of these 
figures extracted from the registers of the 
Medical Sickness Society is that, though 
they represent a relatively small series of 
cases, they are a business, and therefore 
impartial, record of the after-histories of 
the cases. They show that duodenal ulcera- 
tion entails long periods of sickness, and, 
though not often mortal, is very liable to 
recur even after many years; but that the 
majority of cases recover after one attack, 








and remain free from relapses. The figures 
give no support to the claims to greater 
effectiveness of either surgical or medical 
treatment; on the contrary, they show that 
the results of the two methods leave little 
to choose between them. 

From an actuarial point of view it be- 
comes necessary to regard proposals for 
sickness insurance, where there is a history 
suggestive of duodenal trouble, as highly 
unfavorable. Such cases should be re- 
jected as uninsurable, though in proposals 
for life assurance the risk is less. 





Subparietal Injury of the Kidney. 


Waite (Proceedings of the Royal So- 
ciety of Medicine, July, 1924) reporting on 
42 cases observes that 40 were males; most 
of these were under thirty years of age and 
showed evidence of a direct injury. Six 
of the cases evidenced serious damage to 
structures other than the kidney. 

The recognized signs and symptoms of 
kidney injury are shock; pain in the loin, 
with tenderness and rigidity; swelling in 
the kidney region; hematuria. 

In 19 cases (50 per cent) there was no 
report that the patient was suffering from 
shock. The absence of this sign in many 
instances has been remarked upon by other 
observers. Undoubtedly its presence or 
absence depends largely upon how soon 
after the accident the patient is seen. The 
immediate shock associated with a blow 
over the kidney is well recognized in box- 
ing circles. 

The sudden or gradual pnset of pain was 
observed in almost all cases. Apart from 
that suffered at the time of violence, there 
is to be noted a definite increase of this 
symptom some time afterwards. It ap- 
pears to be due to the tension caused by the 
accumulation of blood or urine, either be- 
neath the true capsule, in the pelvis of the 
kidney, or in the perinephric tissue, or 
more rarely by an invasion of the peri- 
toneum. According to the amount, situa- 
tion, and rapidity of accumulation of blood 
or urine, so will the pain vary in its inten- 
sity and time of onset. In one case the pain 
did not occur till fourteen days after the 
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injury, when it was accompanied by the 
first manifestation of hematuria. In an- 
other, not till a week after the patient was 
struck in the abdomen was there any pain, 
when, however, it came on with great se- 
verity, following strenuous muscular exer- 
cise, and was accompanied by a tumor in 
the loin. 

Swelling in the kidney region may be dif- 
ficult to make out on account of abdominal 
rigidity, or it may be entirely absent, as 
demonstrated by a thorough examination 
under an anesthetic. The absence of this 
physical sign, however, cannot be regarded 
as an indication that the bleeding is slight, 
as it must not be forgotten that the blood 
may be escaping into the peritoneal cavity. 

Rupture of the peritoneum is much more 
common in children than in adults, for the 
reason that perinephric fat is not present 
till the age of eight or ten, and preceding 
the development of this the peritoneum is 
in direct contact with the anterior surface 
of the kidney and closely adherent to it. It 
might be expected, therefore, that in chil- 
dren under ten years of age, extravasation 
into the peritoneum would be a common 
complication. This is not so, as can be 
seen from the figures in this series, in 
which renal injury occurred in six children 
under ten, without any intraperitoneal com- 
plication. 

With regard to the time of onset of 
hematuria, the cases fall into three groups, 
according as the hematuria occurred soon 
after injury; was delayed for several days; 
was completely absent. Eighty-four per 
cent of the cases fall into the first group— 
hematuria soon after injury. 

In five cases (13 per cent) there was no 
noticeable hematuria at all throughout the 
course of the illness. The difficulties in 
dealing with such a case are striking. In 
addition to the absence of hematuria, the 
kidney injury in one case was hidden by 
serious damage to the overlying chest wall, 
death resulting in forty-eight hours after 
the accident, and only at the autopsy was it 
discovered that the lower part of the left 
kidney was torn away and the ureter 
blocked with the clot. ; 

A complete division of the kidney does 
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not necessarily mean that a very severe 
primary hemorrhage will follow. A num- 
ber of cases are on record in which not till 
many days after the receipt of injury had 
it been discovered by operation that the 
organ had been completely divided. On the 
other hand, some of the more serious cases 
have been due to relatively small tears. 

The author concludes his paper as fol- 
lows: | 

In the great majority of cases of renal 
injury there is hematuria soon after the 
receipt of violence. This was noted in 84 
per cent. 

Complete absence of hematuria may ac- 
company the most severe degrees of rup- 
ture of kidney. Hematuria was not present 
in 13 per cent. Death occurred in 40 per 
cent of these cases. The appearance of 


blood in the urine may be delayed for some 
days. 

The amount of blood present must not be 
taken as an indication of the full extent of 
the bleeding. 

Cases complicated by injury of other 
organs show a high mortality, 83 per cent 


in this series. 

The majority of cases of renal injury 
can be successfully treated without opera- 
tion. A good result was obtained in this 
way in 73 per cent. 

In a few cases in which expectant treat- 
ment is commenced, operation may even- 
tually be necessary on account of secondary 
hemorrhage or sepsis. Operation should 
not be delayed till infection is advanced. 

The indications for immediate operation 
are: rapid tumor formation in the loin; 
signs of intraperitoneal involvement. 

Blood transfusion should be carried out 
in the case of severe hemorrhage, as soon 
as the bleeding is controlled. When opera- 
tion is performed and the case is desperate, 
a ligature may be passed round the vascular 
pedicle, and the loin drained. 

When the diagnosis of renal injury is 
certain, the incision should be made in the 
loin. The abdomen may be explored by 
this route when intraperitoneal complica- 
tions are suspected as well. 

An anterior laparotomy is reserved for 


cases in which renal injury is a matter of 
doubt, owing to the absence of hematuria. 

Operation should be undertaken with a 
view to preserving the kidney if possible. 
This object will be furthered by making an 
extensive parietal incision. 

Nephrectomy is necessary when the kid- 
ney is badly mutilated, or the vascular pedi- 
cle is torn, and, generally, for secondary 
hemorrhage. 

Before nephrectomy is carried out, the 
fact of the presence of the opposite kidney 
should be ascertained whenever possible. 

Preliminary drainage of the loin for sep- 
tic complications should precede nephrec- 
tomy, which, however, may be found later 
not to be necessary. 

With signs of delayed onset of peri- 
nephric sepsis, the possibility of peritoneal 
infection as well should be kept in mind. 





Sulpharsphenamine by Intramuscular 
Injections. 

Stokes and BEHN (Journal of the Amer- 
ican Medical Association, July 28, 1924) 
note that sulpharsphenamine, a sulphurous 
acid ester of arsphenamine, contains from 
22 to 24 per cent arsenic, thus differing 
from the neoarsphenamine, which contains 
from 18 to 20 per cent. Moreover, it seems 
to be less toxic, more stable, is eliminated 
as rapidly by muscular as intravenous in- 
jection, and has a greater sterilizing power. 
Its chemotherapeutic index is equal to that 
of arsphenamine itself. In from 30- to 40- 
per-cent solution 0.4 gramme in from 1.2 
cc to 0.5 cc of distilled water it can be in- 
jected subcutaneously or intramuscularly in 
adults without irritation. A subcutaneous 
injection of 30- to 40-per-cent solution is 
tolerated by children. 

The authors summarize their medical re- 
port by the statement that sulpharsphena- 
mine by the intramuscular route has proved 
to be quite as effective as arsphenamine. 
From the standpoint of spirillicidal action 
and the effect upon the blood Wassermann 
reactions, on the healing of lesions, on the 
general well-being of the patient, there are 
evidences of distinct superiority in the 











treatment of neurosyphilis over the older 
drugs, and distinct evidence of superiority 
to neoarsphenamine intravenously in all 
aspects of syphilis. The drug is well borne 
by patients with cardiovascular disorders, 
if used in moderate dosage. There is a 
distinctly increased tendency to cutaneous 
reaction as compared with the more familiar 
arsphenamines. The practicability of the 
systematic intramuscular treatment of all 
aspects of syphilis with sulpharsphenamine 
has been demonstrated, barring further 
study of systemic complications due to the 
drug, and the possibility that its effects may 
not be as enduring as they are striking. 
The question of ultimate sterilizing power 
and efficacy against relapse, as with any 
new drug, will require close scrutiny and 
the following up of cases over a consider- 
able period of time. 





The Treatment of Vertebral Tubercu- 
losis by Spine Fusion. 


SULLIVAN (Boston Medical and Surgical 
Journal, July 17%, 1924) quotes Jones and 
Lovett to the effect that from 20 to 50 per 
cent of all cases of vertebral tuberculosis 
die as a result of this disease. Up to 1911 
these cases were treated by the non-opera- 
tive method, which consisted in placing the 
patient in the recumbent position, prefer- 
ably on a Bradford frame, for a period of 
time varying from one to three years in the 
hope that nature would fuse the diseased 
area in the spine. In 1911 Hibbs suggested 
spine fusion; a few months later Albee ac- 
complished the same result by bone graft- 
ing. Sullivan prefers spine fusion to the 
bone graft since the latter necessitates two 
operations, requires the use of electrically 
driven special equipment, special skill in 
the management of this equipment, fuses 
vertebra only at one point, and is subject 
to the danger that the graft may die. 
Fusion by Hibbs’s method should include 
two healthy vertebrz below and two healthy 
vertebrz above the diseased area. 

A Taylor ‘brace consisting of two steel 
uprights, a steel pelvic band and anterior 
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canvas apron is made and fitted, and is 
worn a few days before operation. 

The technique of the operation as de- 
scribed by Hibbs is essentially as follows: 

An incision is made through the skin and 
subcutaneous tissue from above downward 
over the spinous processes of the segment 
to be fused, exposing the tips. The peri- 
osteum over the tips of the first two spines 
above and the interspinous ligament are 
split. With a periosteal elevator the tips are 
bared of periosteum for about one-half 
their length. Small packs of gauze are now 
inserted to prevent oozing. The periosteum 
of each tip and the interspinous ligament 
are split in turn, and the periosteum freed 
from the bone as described above. 

Beginning at the upper end again, with 
a dull periosteal elevator in the case of 
children, and a sharp one in the case of 
adults, the operator separates the perios- 
teum farther forward from the spinous pro- 
cesses and laminz to the base of the trans- 
verse processes, exposing the lateral articu- 
lation. Each vertebra is treated in this 
manner from above downward and pack- 
ings inserted as noted. These packs are 
very important, as they keep the operative 
field dry. 

Beginning at the upper end again with a 
small curette, the operator curettes the lat- 
eral articulations and removes the perios- 
teum and ligament from the adjacent edges 
of the laminz and bases of the spinous pro- 
cesses. This is done with each vertebra in 
turn over the entire field, with packs in- 
serted as described. 

Beginning at the upper end again with a 
small chisel, the operator elevates a piece 
of bone from each lamina and turns it from 
above downward, its free end resting on 
the one next below. Each in turn is so 
treated with packings inserted afterward. 

With the operator beginning at the upper 
end again with a bone forceps, each spinous 
process is carefully cut and fractured, so 
that its tip rests on the bare bone next be- 
low. The periosteum and ligament which 
have been split and pushed to either side 
and lie in practically an unbroken sheet, are 
brought together in the middle and sutured 
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with interrupted sutures of ten-day chromic 
catgut. The subcutaneous tissue is closed 
by a continuous suture of plain catgut. The 
skin wound is closed with a continuous 
suture of ten-day chromic catgut. Sterile 
dressings are applied and an immobilizing 
brace. 

All tissue other than osseous has been 
removed from between the lateral articula- 
tions, the laminz, and the spinous processes, 
and bone contact is secured at five points 
of each vertebra—at the lateral articula- 
tions, the laminz and the spinous processes 
—so that the periosteum is filled with live, 
healthy bone, lying in continuous contact 
and insuring a perfect union. 

The Taylor back brace is applied on the 
operating table while the patient is still 
under ether. 

Recumbency is maintained for a period 
of eight weeks, but the patient can vary his 
position during all this time, lying alter- 
nately on one side or the other, on his back, 
or prone. 

Ten days after the operation the skin 
sutures are removed. From this time on 
the brace can be removed daily while the 
whole trunk is cleaned and rubbed with 
alcohol to promote normal skin functions. 

At the end of eight weeks standing and 
walking are allowed. The patient is now 
free to leave the hospital, and is advised to 
center his entire attention on the usual 
hygienic measures employed in the treat- 
ment of tuberculosis. The ideal thing is for 
the patient to go into the country for a few 
months, getting abundant sunshine, fresh 
air, and plain wholesome food. 

Adults can discard all apparatus six 
months after operation. Children should 
wear protection for about a year. At the 
New York Orthopedic Hospital there has 
never been a death traceable in any way to 
operation in over 700 consecutive cases of 
spine fusion for this disease. 

The operation does not produce severe 
shock or even moderate shock. In fact it 
can be very definitely classed as an extreme- 
ly safe surgical procedure. 

The growing centers of the vertebre 
are in no way interfered with in this opera- 


tion. Fortunately careful measurements of 
the trunk and of the total height of every 
patient have been kept since the first spine 
fusion was performed in 1911. These 
measurements are checked up every six 
months, and now, twelve years after the 
first operation, it can be definitely proved 
that the growth is not hindered. 

More than 20 children under two years 
of age have been successfully operated at 
the New York Orthopedic Hospital, and at 
the present time clinical and roentgeno- 
logical evidence shows that they have abso- 
lutely solid bony fusion of the operated 
area. 

A study of ten autopsy specimens of 
fused spines from both adults and young 
children has been made by Allen Smith and 
shows that “the process of bone repair re- 
sulting in fusion proceeds much more rap- 
idly in children than in adults, and there- 
fore children are the most favorable sub- 
jects in whom to obtain spine fusion.” 

The statistical evidence of results .ob- 
tained by spine fusion presents conclusive 
and unfnistakable proof of its absolute 
superiority over non-operative methods, of 
treating vertebral tuberculosis. 

Of 373 operative cases examined 284 
were definitely cured, namely, 75 per cent. 
Seventeen per cent died, mostly from 
whooping-cough, bronchopneumonia, and 
influenza. 





The Use of Sacral Anesthesia in 
Surgery. 

KoLISCHER, JONES and SCHNETZER (Uro- 
logic and Cutaneous Review, July, 1924) 
base their observations on 1800 cases, most 
of them observed at the Urologic Clinic at 
Budapest. Three deaths have been re- 
ported from this method, but in each 
instance autopsy showed that in all of them 
the dural sac had been entered, the injection 
then being not sacral, but intraspinal. Such 
a puncture of the spinal tract should be 
discovered at once and should only occur 
when the dural sac extends below the sec- 
ond sacral vertebra, a rare anomaly. In the 
proper execution of sacral anesthesia the 
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needle is inserted, detached from the 
syringe, and a spinal sac puncture will re- 
veal itself instantly by the flow of spinal 
fluid out of the distal opening of the needle. 

In suprapubic cystotomy in order to se- 
cure total analgesia, the abdominal cover- 
ings have to be anesthetized by local infil- 
tration. Procaine and novocaine undoubt- 
edly are the drugs of choice, with a proper 
admixture of suprarenin. 

The authors advise not more than 20 cc 
of one-per-cent novocaine or procaine 
solution to which is added not more than 
one-quarter of a milligramme of supra- 
renin. The solution should be freshly pre- 
pared and sterilized by boiling. 

For the sacral injection the patient is 
placed on one side with the hip- and knee- 
joints flexed at right angles. After the 
routine sterilization of the skin is carried 
out, the cornua of the sacrum are located 
by palpation. In the center of an imaginary 
line running between the cornua, with a fine 
needle and small syringe an intradermal 
injection of the solution is made. The small 


wheal raised this way secures analgesia for 


the following steps. The small needle is 
now withdrawn and an eighteen gauge 
needle is pushed through the wheal in an 
oblique direction until the needle point 
glides over the upper bony periphery of the 
sacral hiatus. Then the needle is slightly 
withdrawn. The distal end of the needle has 
to remain dry. The appearance of fluid at 
this point means the dural sac has been 
punctured. If that be the case the needle has 
to be withdrawn and reinserted. After a 
satisfactory insertion of the needle is as- 
certained a Record or Luer syringe carry- 
ing the anesthetizing solution is attached 
and the injection is started. 

The injection has to be carried on very 
slowly ; at least two minutes should be con- 
sumed in this act. 

It is paramount to watch the progress of 
the piston. If any appreciable resistance is 
encountered, then the tip of the needle is 
misplaced. It is either within the subcu- 
taneous tissue and no sacral anesthesia will 
be accomplished, or, worse, it may have 
slipped undetneath the periosteum, at which 


‘ ministered sacral anesthesia. 


location an injection will cause the patient 
considerable distress without producing the 
anesthesia desired. 

There is no mortality in a properly ad- 
About fifty 
per cent of all urologic operations are per- 
formed on patients of advanced age who 
frequently suffer from senile impairment of 
important organs. As such disorders may 
be mentioned chronic bronchitis, emphy- 
sema, arteriosclerosis, and degeneration of 
various degrees of the heart muscle. 

The untoward complications of spinal 
anesthesia, such as prolonged headache, 
vertigo, aseptic meningitis, temporary pa- 
ralysis of the vesical and rectal innerva- 
tion, and even death, any one of which may 
occur in a certain percentage of such cases, 
are entirely done away with under sacral 
anesthesia. 

Technical perfection in the administra- 
tion of sacral anesthesia guarantees one 
hundred per cent efficiency. The sacral 
method produces thorough anesthesia for 
two hours, a time sufficient for the finish- 
ing of any urologic operation. 

The low dosage of the alkaloid in the 
solution recommended, while absolutely 
sufficient for anesthetic purposes, excludes 
the danger of general poisoning, which 
danger is even more reduced by the retard- 
ing of its absorption by the addition of 
suprarenin. The choice of the latter drug 
excludes the possibility of the untoward 
symptoms which are liable to be brought 
about by the employment of adrenalin. 

The technique of sacral anesthesia is 
simple and easily acquired and mastered. 
There is also connected with this method a 
psychologic factor that is of some value in 
handling ward patients. If a patient is re- 
turned to his ward after an extensive opera- 
tion fully conscious, able immediately to 
take nourishment, and without any com- 
plaint about pain during his operation, he 
certainly will make an entirely different 
impression on his fellow patients expecting 
to be operated upon than the patient com- 
ing back to his ward suffering from the 
usual misery following a general anesthesia. 

In view of all these facts it will not seem 
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to be an overdrawn statement that in all 
operations upon the lower genitourinary 
organs sacral anesthesia should have abso- 
lute preference over general anesthesia. 





Some Factors of Safety in Gastric 
Surgery. 

Batrour (Minnesota Medicine, May, 
1924) observes that remarkably low opera- 
tive mortality rates are now possible in 
various fields of major surgery, even when 
the surgeon accepts his full responsibility 
and does not sacrifice the interests of the 
patient to those of his records. 

The first factor of safety is concerned 
with the indications for operation, the risk 
which the operation entails, and the meas- 
ures which may be employed to lessen the 
risk. In non-malignant surgical lesions of 
the stomach (chronic ulcer) the advisa- 
bility of operation is usually clear, and com- 
paratively rarely do real contraindications 
exist. Experience has shown that all chronic 
gastric ulcers should be operated on with- 
out unnecessary delay, because the risk of 
operation, which should not be greater than 


between 2 and 3 per cent, is insignificant 
compared to the danger of a permanent dis- 
ability, a disability which not infrequently 


progresses to a fatal outcome. The low 
risk of operation, 1 plus per cent, and the 
excellent results of surgical treatment prop- 
erly carried out leave no justification for 
non-surgical measures ineffectively pro- 
longed. Complications such as hemor- 
rhages, perforation (acute and chronic), 
obstruction, and malignant degeneration 
remove any doubt that may exist as to the 
necessity of operation. 

Because duodenal ulcer is a much less 
serious condition than gastric ulcer, factors 
- which would have little or no weight in 
considering the advisability of operation in 
gastric ulcer attain considerable importance 
when duodenal ulcer is present. Conse- 
quently, contraindications to operation are 
seldom found in gastric ulcer, while in duo- 
denal ulcer it,is not uncommon to find that 
the circumstances justify postponement of 
operation. 

In malignant lesions (carcinoma) an en- 


tirely different problem exists, because the 
only hope of saving the life of the patient 
is by operation. Risks which would be 


_ quite unjustifiable in cases of non-malignant 


gastric lesions become justifiable in cases 
of malignant lesions. The surgeon, with 
increasing experience, is led to accept 
greater and greater risks in cases of gastric 
malignancy, because of the hopelessness of 
the disease without surgery, and because he 
is able to recall unexpected successes in 
cases in which there appeared to be little or 
no chance to remove the growth. 

Patients with peptic ulcer do not, as a 
rule, require elaborate or prolonged pre- 
operative preparation. If the condition is 
uncomplicated and the patient is in good 
general health, operation may be carried out 
without delay. If complications exist, or 
have existed, preoperative preparation will 
be instituted according to the nature of 
the complication. Obstruction at any point 
in the stomach sufficient to cause a reten- 
tion of 300 cc necessitates gastric lavage, 
repeated for several days until the wash- 
ings are clear; the stomach is thus kept 
clean up to the time of operation. The 
administration of barium for fluoroscopic 
examination is to be avoided in all cases in 
which gastric retention is shown by the 
history or by the test meal. Water should 
be given routinely in cases of obstruction, 
the amount varying with the degree of de- 
hydration. 

Operation during gastric hemorrhage 
should usually be avoided, not only because 
of the added risk, but because such hemor- 
rhage may occur in the absence of any rec- 
ognizable mucosal defects and under cir- 
cumstances which strongly suggest ulcera- 
tion. Recovery is the rule following a sin- 
gle attack of hematemesis, and the excep- 
tions to rule would not have been saved by 
emergency surgery. The best practice in 
cases of gastric hemorrhage is to keep the 
patient under observation until recovery 
from the effects of the hemorrhage has pro- 
gressed to its maximal point, or at least to 
a point at which operation can be carried 
out with reasonable safety. If the patient 
is recovering from the effects of one hemor- 
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rhage and another gross hemorrhage occurs, 
or if he is losing ground because of con- 
tinuous oozing, and an ulcer is known to 
be present, transfusion, followed immedi- 
ately by operation, is advisable. 

The anemia associated with gastric ma- 
lignancy does not often respond satisfac- 
torily to transfusion, and little or no bene- 
fit may be expected from it. Severe anemia 
in gastric carcinoma is an unfavorable sign, 
particularly when associated with edema. 
The preparation of the patient who has 
cancer of the stomach consists chiefly in 
restoration of fluids, cleansing the ob- 
structed stomach, and limited rest, but no 
marked improvement can be expected from 
preoperative treatment, so that its prolonga- 
tion is unnecessary and unwise. 

The first rule of safety is that the opera- 
tion should be completed as expeditiously 
as is consistent with careful work. Speed 
should not be carried to excess, nor should 
care in detail reach the point of fussiness. 
Gastroenterostomy,, in the uncomplicated 
case, can be properly performed in twenty 
minutes, and partial gastrectomy can be 
performed in little more than half an hour. 

Another most essential factor of safety 
concerns the control of hemorrhage. Post- 
operative hemorrhage after operations on 
the stomach may occur, but there is no 
doubt that serious bleeding from suture 
lines is unnecessary, and when it does take 
place from a cut edge of the stomach or 
intestine, the surgeon must accept the fact 
that it could have been prevented. 

Postoperative hemorrhage may and does 


take place from an unremoved ulcer, and 


may be sufficient to cause death, but such 
cases are exceedingly rare. The surgeon 
Should be able to feel certain, from the care 
he has taken in performing the anastomosis, 
that any postoperative bleeding is not from 
the suture line. Finally, the control of 
sepsis as a factor of safety is of relatively 
less importance, because infection from the 
contents of the stomach, duodenum, or 
upper jejunum is not likely. Nevertheless, 
it is significent that those who report the 
best results in gastric surgery are the most 


careful in walling off the operative field by 
suitably arranged pads. 

The care of the patient after operation 
on the stomach or duodenum is first directed 
toward the prevention of pulmonary com- 
plications. Mortality after gastric surgery 
is usually due, directly or indirectly, to chest 
complications. Chilling of the body surface 
should be guarded against during and fol- 
lowing the operation. Particular care 
should be exercised in moving patients from 
an overheated operating-room, through 
draughty halls, and into a room where the 
temperature is several degrees lower than 
in the operating-room. Pneumonia, due to 
aspiration of mucus, or vomiting during 
recovery from the anesthetic, is a real 
danger that can usually be avoided by strict 
postoperative attention. Fluids by rectum 
should be given routinely, and in serious 
risks should be augmented by hypodermoc- 
lysis. Fluids by mouth may be given twelve 
hours after operation in the ordinary case, 
but recent experience in providing absolute 
rest for the stomach by allowing nothing 
by mouth for a period or four:or five days 
after operation, with the judicious use of 
morphine, has led to the adoption of the 
practice. 

Acute dilatation of the stomach, a serious 
postoperative complication if neglected, is 
promptly relieved by the use of the stomach 
tube. There should be no hesitation in 
passing the tube if there is any suspicion 
that an acute dilatation exists, and this may 
only show itself in a rapid pulse. If gastric 
retention occurs during convalescence, due 
to poor motility, the stomach should be 
emptied and kept so until it has regained its 
tone. 

If oozing takes place into the stomach, 
gastric lavage with water of 120° F. is by 
far the most efficacious measure, and with- 
out danger if carefully carried out. Re- 
moving partially coagulated blood from the 
stomach enables it to contract so that nor- 
mal clotting in capillaries of the mucous 
membrane may more easily occur. Such 
lavage may be repeated as necessary. 
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Should obstruction at the anastomosis oc- 
cur and not respond to lavage, prompt en- 
teroanastomosis should be performed. In 
any complication which may arise during 
convalescence, the earlier its recognition 
and the more prompt its treatment, the 
more successful its control. 





The Surgery of Pulmonary Tuber- 
culosis. 


ALEXANDER (American Journal of the 
Medical Sciences, July, 1924) presents a 
synopsis of the studies which are appearing 
in several numbers of the journal above 
named. 

On account of pleural adhesions, many 
patients with mainly unilateral pulmonary 
tuberculosis do not obtain from artificial 
pneumothorax the full benefit of lung 
compression therapy. If they be in suffi- 
ciently good general condition for surgery 
and the lesion in the better lung be inactive 
or only slowly progressive, the operation of 
choice is paravertebral thoracoplasty. 

Cauterization, under thoracoscopic vision, 
of adhesions that are preventing adequate 
lung compression by pneumothorax should 
be reserved for those that are long, narrow, 
and few in number. 

In suitable cases operation should be per- 
formed as soon as artificial pneumothorax 
has proven itself ineffective. Thoraco- 
plasty should be done in two stages, from 
two to three weeks apart, the greater por- 
tion of the eleven upper ribs being removed. 

Local and regional anesthesia is indicated 
for patients whose daily expectoration is 
more than 40 cc. When less than 40 cc, a 
combination of nitrous-oxide-oxygen nar- 
cosis and local and regional anesthesia is 
best. 

The immediate and remote dangers of 
any operation that compresses only a part 
of a hemithorax are greater than its ad- 
vantages, except in unusual cases. This 
does not apply to a combination of partial 
thoracoplasty and partial artificial pneumo- 
thorax. 

Neurexairesis of the phrenic nerve may 
be performed with advantage before every 


thoracoplasty and after every artificial . 
pneumothorax. 

Some stiff-walled apical cavities are not 
obliterated by paravertebral thoracoplasty. 
The supplementary operation of parasternal 
thoracoplasty, or of pneumolysis with mus- 
cle, fat, gauze, or paraffine “fill,” should be 
considered but not performed sooner than 
six months after the primary operation. 

Some cavities cannot be collapsed, and by 
retention of secretions cause severe tox- 
emia. Drainage is occasionally indicated 


+ for them. 


Tuberculous empyema is best treated by 
repeated aspirations and air replacements, 
and sometimes with antiseptic instillations 
or irrigations. Only in the presence of 
dangerous secondary infection may open 
or closed tube drainage be used. Persistent 
empyema, especially if complicated by fis- 
tula, often requires thoracoplasty for its 
cure. 

Favorable results in the surgery of pul- 
monary tuberculosis depend upon discre- 
tion in the selection of cases, early and 
skilfully executed complete operations and 
strict attention to postoperative care, in- 
cluding not less than six months’ “curing,” 
preferably at a sanatorium. 

Among 1024 cases of advanced tubercu- 
losis, reported from 1918 to 1923, there was 
a mortality of 12 per cent during the first 
month after operation (the immediate op- 
erative mortality was about 2 per cent), and 
19 per cent thereafter, mostly from tubercu- 
losis in the originally better lung or other 
organs. Twenty-six per cent were im- 
proved, and 32 per cent were cured. 





Splenectomy. 

LARRABEE (American Journal of the 
Medical Sciences, July, 1924) records 
eleven cases of splenectomy, four of which 
are known to be dead. 

One was an operative death. Another 
was of a case of hypoplastic anemia, in 
which splenectomy, if it did not materially 
retard the downward course of the disease, 


‘certainly did not hasten it. Of the two re- 


maining fatal cases, both splenic anemias, 
one died four and a half months after op- 
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eration of acute appendicitis, the other in 
five months of an infection of unknown 
cause. 

Splenectomy is indicated in most cases of 
clinical splenic anemia, without much re- 
gard to what causes the splenic enlarge- 
ment. As many of the unoperated cases 
get along in comfort for years, it is reason- 
ably safe to postpone operation until the 
anemia becomes incapacitating. Even after 
ascites and gastric hemorrhages have be- 
gun, operation will often result in clinical 
cure. In hemolytic jaundice it is generally 
indicated in the acquired and sometimes 
in the congenital cases and promises com- 
plete relief. 

In alcohol and other cirrhoses of the liver, 
it is indicated only in selected cases—mostly 
those in advanced stages with ascites. As 
the effects of splenectomy are probably for 
the most part purely mechanical, best re- 
sults will be obtained where the spleen is 
unusually large and relief to the portal cir- 
culation is correspondingly great. If such 
patients also have anemia and leukopenia, 
they are clinically indistinguishable from, 
if not pathologically identical with, Banti’s 
disease, and splenectomy is clearly indicated. 

In Gaucher’s disease, splenectomy should 
generally be done, and in von Jaksch’s 
disease it is sometimes necessary. Evidence 
is accumulating to show that the enlarged 
spleens sometimes seen in syphilis, malaria 
and other chronic infections are not per se 
innocuous and that their removal has in 
certain reported cases been followed by 
marked improvement. 

It is generally admitted that splenectomy 
is contraindicated in leukemia. Few cases 
have survived the operation, and even where 
skilled surgery has procured a successful 
operative result, there has been little or no 
gain to the patient. 

‘Primary polycythemia is another condi- 


‘tion frequently associated with spleno- 


megaly in which splenectomy is contraindi- 
cated, both on theoretical and clinical 
grounds. The question of splenectomy in 
pernicious anemia is still a moot point. 
While the operation has a place in the 
treatment of this disease, its value is lim- 
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ited, and the results obtained are in no way 
comparable with those seen in such diseases 
as splenic anemia and hemolytic jaundice. 

Splenectomy ought never to be decided 
upon hastily and without careful study of 
the case. A delay of several months is 
generally advisable. Otherwise one may 
find out too late that he has mistaken leu- 
kemia in an aleukemic stage for Banti’s 
disease, or polycythemia for hemolytic 
jaundice. Even if the patient is quite sick 
and in a stage of advanced anemia, a trans- 
fusion or two and a few abdominal taps 
will tide him along to a degree of temporary 
improvement that will greatly increase the 
chance of success, besides giving opportu- 
nity for study. Reasonable delay will rarely 
injure the patient’s chances and time is a 
great diagnostician. 





Choice of Operation for Inguinal 
~ Hernia. 

Anprews (Medical Journal and Record, 
July 16, 1924) notes that in many cases of 
oblique hernia removal of the sac is all that 
is needful. This procedure is particularly 
advisable in the hernias of children. Atten- 
tion is called to the desirability of removing 
the sac on both sides since the presence of 
a developed hernia on one side implies a 
strong likelihood of a sac potential for 
trouble on the other. As to the Bassini op- 
eration, attention is called to the need of 
closing the gap in the endoabdominal fascia. 
The success of thé operation depends upon 
the healing of the internal oblique muscle 
on Poupart’s ligament. Experiments have 
shown that muscles will not heal to tendon. 
Andrews’s operation consists in sewing the 
internal and external oblique to Poupart’s 
underneath the cord, replacing the ‘cord in 
its new bed and making a roof for the canal 
with the left-over flap of the external ob- 
lique aponeurosis. 

Nearly every series of recurrent hernias 
reported shows at least half of the recur- 
rences near the pubic spine. This is our 
weakest point. In our ordinary-methods of 
operating it is at this point that the tension 
is greatest. If the internal oblique inserts 
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high up on the rectus sheath, and this point 
is pulled down and sutured to Poupart’s 
ligament, the tension will be too great to 
permit healing. For this reason the rectus 
itself should be utilized in the closure in a 
far larger number of cases than is done at 
present. The sheath may be split and the 
actual red muscle pulled over to reénforce 
this weak spot, but this is open to the same 
objections as the Bassini, as stated above. 
The Halsted technique for the use of the 
rectus sheath is far the best. A flap of this 
strong fascia is turned outward and pro- 
_duces the best possible covering for this 
danger spot. This step should be added to 
the Andrews operation in: (a) all very large 
hernias; (b) all hernias in which the con- 
joined tendon deficiency is extreme; and 
(c) all direct hernias. 

The vast majority of direct hernias show 
little tendency toward growth. They are 
due to an enormous deficiency in the con- 
joined tendon and to a marked diffuse weak- 
ness of the endoabdominal-fascia. The sac 


is dome-shaped and has no neck, and for 
this reason strangulation is almost unknown. 
The sac of an indirect hernia may lead 
preformed out through the external ring, 
for its smallness and finger-like shape favor 
its exit. Conditions are utterly different in 
the direct type. The massive wide sac has 
little tendency to protrude from the canal. 
In view of these facts a direct hernia is not 
a disease, but is an anomaly, perhaps com- 
parable to potbelly. It is not in itself 
an indication for surgery. It is perfectly 
harmless in the vast majority of cases. 
Furthermore, it is far more amenable to 
truss management than other types. 

We have a disease (so-called) which kills 
or incapacitates very rarely and in which 
one-fifth of our operations are failures. Is 
it not reasonable, then, to say that we 
should operate only for special indications? 
These are growth and pain. Other condi- 
tions should be left alone and the patients 
simply reassured of the harmlessness of the 
condition. 





Reviews 


Recent ADVANCES IN MEDICINE: CLINICAL, LAB- 
ORATORY, AND THERAPEUTIC. By G. E. Beau- 


mont, M.A., M.D., F.R.C.P., D.P.H., and E. C.- 


Dodds, M.B., B.S. Illustrated. P: Blakiston 

Son & Company, Philadelphia, 1924. 

The reader will be struck at once with 
the somewhat notable title of this book. 
Manifestly it might have become a very 
large volume. The authors have, however, 
managed to say what they think of import- 
ance in 281 pages with brief bibliographies 
and with an adequate index. 

The design is to assist practitioners who 
have not had the opportunity of recent post- 
graduate study to familiarize themselves 
with the measures which the authors think 
worthy of employment. It is also intended 
for candidates studying for the primary 
examination for the Fellowship of the 
Royal College of Surgeons, and, further, it 
is designed to form a link between the 


wards of a hospital and the laboratory, giv- 
ing fuller details of methods than those 
which are alluded to in medical text-books. 
Attention has been paid to work done in 
laboratories in the United States and on 
the Continent, and the authors have en- 
deavored to prepare the text in such a way 
as to make it readily workable when an 
attempt is made to put it to practical use. 
Chapter I is devoted to blood analysis, 
including in this term estimation of the 
fragility of the red blood corpuscles or 
blood grouping; then follows a chapter 
upon renal function, in which is discussed 
abnormal constituents of the urine and 
the various tests which are employed to 
determine the efficiency of the kidney. We 
are glad to note that Mosenthal’s method 
of studying such efficiency by observations 
of the specific gravity is included. In 
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Chapter III, dealing with glycosuria and 
diabetes mellitus, the authors first discuss 
the outlines of carbohydrate metabolism, 
then the examination of the urine and the 
blood, ketosis and the treatment of diabetes 
mellitus, with reference, of course, to insu- 
lin. The fourth chapter deals with pan- 
creatic function; the fifth with hepatic 
function, including investigation of the 
duodenal contents, wherein Lyon’s method 
is discussed. Then follow chapters upon 
investigation of gastric and duodenal cavi- 
ties, basal metabolism, disorders of the en- 
docrines and diseases of the heart as studied 
by instrumental methods. In this chapter 
there is also a consideration of cardio- 
therapeutic procedures. 
chapter upon artificial pneumothorax; an- 
other upon cutaneous protein tests and 
desensitization; and one upon the various 
factors concerned in the prevention and 
treatment of diphtheria. The thirteenth 
chapter is entitled “The Diagnosis of En- 
terica Infections,” dealing with the Marris 
atropine test, Ehrlich’s diazo-reaction, the 
macroscopic Widal reaction, and the intra- 
cutaneous test of McKendrick. The last 
chapter deals with the cerebrospinal fluid 
and the methods which should be employed 
in studying it, both with the naked eye and 
the microscope, not forgetting chemical 
studies as well. The brevity of the text 
and the adequacy of its descriptions should 
render this book popular not only with 
students, but with many physicians who 
wish to find, in a limited space, the chief 
facts which they should be familiar with if 
their investigation of patients is to be 
complete. 


Lanc’s GERMAN-ENGLISH DICTIONARY OF TERMS 
Usep in MEDICINE AND THE ALLIED SCIENCES. 
Edited and Revised by Milton K. Meyers, M.D. 
Third edition, enlarged. P. Blakiston Son & 
Company, Philadelphia, 1924. 

The second edition of this book was pub- 
lished in 1913, before the World War. 
Since then there has been a wider use of 
foreign terms, and as in the near future 
there will be more intercourse between 
English-speaking people and those who use 
the German language, the chances are that 


Then follows a 


still more medical and scientific terms will 
be introduced and largely used. 

In this edition the editor has placed over 
4000 new terms, and these, added to those 
in the old edition, now amount to 53,000 
definitions, comprising words that are only 
spelled differently from the English words 
that have the same meaning. 

The print is large, heavily send; and, 
therefore, readily read. The text is Ger- 
man-English, as indicated in the title-page, 
and no part of it is English-German as in 
some dictionaries which have appeared in 
the German language. Every library of 
any size must possess this volume, as well 
as those physicians who, in order to keep 
abreast of the times, not infrequently, or 
constantly, read German or Austrian scien- 
tific and medical publications. 


ANESTHESIA FoR Nurses. By William Webster, 
D.S.0O., M.D. Illustrated. The C. V. Mosby 
Company, St. Louis, 1924. 


Our readers will remember that from 
time to time we have protested against the 
appearance of books intended for nurses 
which provide them with far more medical 
information than they need if they are to 
be competent to carry out the order of the 
physician or surgeon. At present it is re- 
quired in many States that nurses should 
take courses in chemistry, bacteriology, 
therapeutics, anatomy, and almost every 
department which is required of a medical 
student, with the result which is anything 
but satisfactory, and which requires an 
amount of time and- mental effort, as well 
as physical labor, which is unjust to the 
young woman who wishes to be useful and 
competent. However, the object in thus 
dealing with this general problem is to 
emphasize the fact that here is a little book 
which possesses none of these objectionable 
qualities. 

Many men beljeve that a well-trained 
nurse anesthetist with large and constantly 
increasing experience is a most useful 
adjunct to the surgical clinic and often of 
gréat value to the private practitioner. The 
object of this volume, therefore, can be 
cordially approved. It is definitely prac- 
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tical, and we are glad to see that the idea 
common amongst some medical men that 
that condition which is sometimes, unfor- 
tunately, called acidosis is. flatly contra- 
dicted. 

The only criticism of the volume is 
that it describes spinal anesthesia, a pro- 
cedure which should never be carried out 
by a.nurse, but after all in this brief chap- 
ter most of the text is devoted to the prep- 
aration of the patient and the needles rather 
than to the operative procedure in itself. 
Whether it is wise to have a chapter on the 
treatment of shock is a matter which may 
be debated. The text can surely be recom- 
mended to superintendents or directresses 
of training schools as being proper to place 
in the hands of their nurses. 


Ovuttines oF INTERNAL Mepicine. For the Use 
of Nurses and Junior Medical Students. By 
Clifford B. Farr, A.M., M.D. Fourth revised 
edition, illustrated. Lea & Febiger, Philadel- 
phia, 1924. Price $2.75. 

The main object of the text in this small 
book is to provide undergraduate nurses, 
and possibly graduate nurses as well, with 
information which the author believes they 
should have in order to be successful in 
their careers. Much of this information is, 
of course, valuable to the junior medical 
student as well. We have frequently dis- 
cussed the question as to the wisdom of 
training nurses to ‘an extent which leads 
them to believe that they have the knowl- 
edge possessed by medical men under whose 
direction they must carry on their duties. 
For this reason we think it a mistake to 
lead them to believe that they are qualified 
to make a diagnosis, and consider it still 
more a mistake that they should be taught 
treatment as this book largely provides. If 
this point of view is not accepted and it is 
considered that a book devoted to these 
purposes is wise, then so far as the text is 
concerned it may be cordially recommended. 
The advice is good and the condensation, 
an important matter, is well carried out. 
Many of the illustrations are taken from 
books that are generally recognized by the 
profession as being standard. 


A Text-BooK OF MATERIA MEDICA FOR NURSES. 
By A. L. Muirhead, M.D., and Edith P. Brodie, 
A.P., R.N. Second edition. The C. V. Mosby 
Company, St. Louis, 1924. Price $2. 

This second edition, we judge from the 
Preface, has been prepared entirely by Miss 
Brodie. What we have to say in regard to 
the book upon Internal Medicine for Nurses 
holds equally true in regard to this volume. 
We can see much use in teaching nurses 
the common and official names of drugs and 
their preparations, their doses, and their 
antidotes; but the question again arises as 
to how wise it is to provide nurses with 
typical prescriptions showing them how 
drugs can be prepared for patients. It 
seems to us that this is rather the func- 
tion of the physician than the function 
of the nurse, nor do we see why nurses 
should be shown tracings illustrating .the 
physiological action of nitrous oxide, adren- 
alin, morphine, and similar drugs. Here 
again it may be well said that if those in 
charge of training schools for nurses be- 
lieve that such courses are advantageous, 
this book will most adequately meet the 
needs of the pupils. Its contents are not to 
be criticized, but rather to be praised so 
far as their quality rather than their pur- 
pose is concerned. 


Pepratrics. By Various: Authors. Edited by 
Isaac A. Abt, M.D. Volume V, copiously illus- 
trated. The W. B. Saunders Company, Phila- 
delphia, 1924. Price $10. 

Dr. Abt is singularly fortunate in that he 
is able to present to the profession consecu- 
tive volumes of his remarkable system on 
diseases of children with so much prompt- 
ness. It is only a few weeks since Volume 
IV appeared, which is all the more re- 
markable in view of the fact that each 
volume contains nearly 900 pages. Volume 
V begins with Chapter CVII with an arti- 
cle on the Face and Jaws, and then follow 
many chapters dealing with Surgery in 
Childhood, chiefly of the bony framework; 
after this the employment of surgery in the 
treatment of the results of infantile pa- 
ralysis and cerebral spastic paralysis is 
considered. Chapter CXXII deals with 
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Tuberculosis; Chapter CXXIII with He- 
reditary Syphilis; then come two chapters 
upon Types of Erythema; and then such 
forms of infection as Bubonic Plague, 
Actinomycosis, Glandular Fever, Sleeping 
Sickness, Malta Fever, Malaria, and Yel- 
low Fever in Children follow. Naturally 
our subscribers will probably be most in- 
terested in the many chapters devoted to 
corrective and reparative surgery, all of 
which are written by men who have had 
sufficient experience to make their views 
representative and of value. 

The authors and the publishers have been 
most generous with illustrations, of which 
there are 373, nearly all of them being 
original and definitely useful rather than 
striking in the sense that they attract at- 
tention and yet are of little practical value. 
Copious bibliographies are appended to 
most of the articles; thus, in that devoted 
to bone and joint syphilis 12 pages are 
taken up with the bibliography, which is 
arranged alphabetically. 

As we have indicated when noticing 
earlier volumes, this is really a monumental 
contribution to pediatric literature. 


DISEASES OF THE Heart. By Henri Vaquez, M.D., 
translated and edited by George F. Laidlaw, 
M.D., with an Introduction by William S. 
Thayer, M.D. Illustrated. The W. B. Saun- 
ders Company, Philadelphia, 1924. Price $8.50. 
The author of this book is a Professor 

in the Faculty of Medicine of Paris, and 

the translator and editor is Associate Phy- 
sician to the Fifth Avenue Hospital, 

New York. Dr. Thayer of Baltimore 

is so well known to our readers as 

not to need any introduction. As Dr. 

Thayer well points out, there is so much 

interest at present in the subject of diseases 

of the heart that this is a peculiarly happy 
time for the appearance of a work such as 
that of Professor Vaquez, which is based 
upon large personal experience in circula- 
tory disorders for many years. As Dr. Laid- 
law points out, the book was originally 
prepared for the general practitioner by the 
foremost cardiologist of France, and in its 
original language has become the most 


popular text-book upon diseases of the 
heart on the Continent. 

The author has made corrections and re- 
visions in order that the book may be rep- 
resentative of our present knowledge. The 
text shows a familiarity with English and 
American medical literature. Possibly 
sufficient space is not devoted to therapy, 
but on the other hand after the physician 
makes an accurate diagnosis by the older 
methods, and by the newer ones, the treat- 
ment in the majority of cases is clear 
enough. The difficulty when any method of 
treatment is employed is often caused 
by incomplete knowledge. A good bibliog- 
raphy is appended to most of the chapters. 
The index is copious, and heavy-faced type 
is used to indicate the portions of it which 
are of greatest importancé. 


CONCEALED TUBERCULOSIS; oR, THE TiRED SICK- 
NEss. By George Douglas Head, B.S., M.D. 
P. Blakiston Son & Company, Philadelphia, 
1924. Price $2. 

Those who read the title of this book 
should have their attention fixed by the im- 
portance of its theme, because it empha- 
sizes the fact that one of the earliest mani- 
festations of tuberculous infection is what 
is popularily called “fag.” The author 
tells us that for a number of years in hos- 
pital and private :practice he has met with 
cases of long standing physical and nervous 
exhaustion, the cause of which was not 
recognized, and he further describes the 
state as “a slow burning fire of a low-grade 
tuberculous infection.” The fire is recog- 
nized, but the cause of the symptoms is 
overlooked. 

In his investigations Dr. Head has found 
that tuberculin injections are an important 
aid to him in reaching his final conclusions. 
Of course the great difficulty in the use of 
tuberculin for diagnostic purposes is the 
fact that hundreds of persons in perfect 
health after the age of puberty will react 
to tuberculin, because at some previous 
time in their existence a tuberculous infec- 
tion has taken place which causes them to 
give a positive reaction, and yet none of 
their symptoms, if any symptoms exist, 
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have any connection whatever with the 
tuberculous process which is active. The 
additional point is to remember that these 
fagged persons, particularly between twenty 
and thirty, present us with the possibility, 
if not a probability, of this type of infec- 
tion which should always be borne in mind 
along with hyper- and hypothyroidism, 
syphilis, and -other maladies which sap 
vitality. 

A very considerable part of the text is de- 
voted to a discussion of typical cases, which 
are quoted to emphasize the views of the 
author. This contribution to medical lit- 
erature is a timely one and will doubtless 


do much good. 


A Manuat or Osstetrics. By John C. Hirst, 
M.D. Second edition, entirely reset, illus- 
trated. The W. B. Saunders Company, Phila- 
delphia, 1924. Price $4.50. 


This small manual, small in the sense 
that there are other works on obstetrics 
which are very much more voluminous, has 
reached its second edition four years after 
the publication of the first, and the pub- 


lishers tell us that the text has been reset 
in type, which means that the revision has 
been so thorough that this expense was es- 
sential to bring the book up to date. 

As an active teacher of obstetrics who 
has been long associated with his brother, 
Dr. B. C. Hirst, Professor of Obstetrics in 
the University of Pennsylvania, the au- 
thor of this volume is well qualified by 
experience to know what the student and 
the active practitioner needs in his work 
from day to day. Some of the illustrations 
are original and some of them are taken 
from other well-known works. 


How 1s Your Heart? By S. Calvin Smith, M.S., 
M.D. Boni & Liverright, New York, 1924. 
Here we have a small volume of 208 

pages in large type, heavily leaded, which 

is evidently intended for the laity rather 
than for medical men. Nevertheless in many 
respects it deals with subjects which we 
think only the physician is qualified to con- 
sider. As to the wisdom of presenting mem- 
bers of the laity with a book of this char- 


acter, we would prefer that our readers 
reach a conclusion. The advice that cardiac 
cases should not be prisoners of fear is 
timely; so too is that chapter devoted to 
“How Hearts are Hurt.” Some of the side- 
headings which accompany the text will 
probably not appeal to medical men, as, for 
example, “Concealment feeds on damask 
cheeks,” “Homesickness and Heart Aches.” 
Perhaps the cleverest side-heading is that 
which reads “Uneasy lies the tooth that 
wears the crown.” 

Much of the advice which is given in this 
text is admirable, but, as we have repeatedly 
pointed out, it is almost impossible to write 
a book dealing with medical subjects for 
the laity without going too far. The pub- 
lishers tell us that the text is written “not 
pompously and in unintelligible medical 
jargon, but in a clear, genial, companionable, 
every-man’s language.” Whether this de- 
scription of its quality will appeal to the 
profession is a matter for it to decide for 
itself. 


Cuitp HeattH Lrprary. Edited by John C. Geb- 
hardt. Robert K. Haws, Inc., publishers, New 
York, 1924. 

We have here a series of ten little volumes 
in flexible binding, the pages of which are 
334 inches.long and 3 inches wide. The 
subjects dealt with are “Prenatal Care and 
the Baby’s Birth,” “Feeding and Care of 
the Baby,” “The So-called Neglected Age 
from Two to Six,” “The Dangers of School 
Age,” “The Communicable Diseases of 
Childhood,” “Hygiene of the Mouth and 
Teeth,” “What Children of Various Ages 
Should Eat,” “How Children Ought to 
Grow,” “The Psychology of the Child,” 
and, last of all, “Educational Problems.” 

Manifestly here again we have a series 
of books which is designed for the lay 
reader. Because of the size of each volume 
a devoted father or mother can readily 
carry it wherever he or she goes. As a rule 
the advice is wise and will cause the phy- 
sician no trouble by giving the reader fic- 
titious ideas of the value of medical or 
semimedical theories, and not infrequently 
definite directions are given that when cer- 
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tain symptoms or conditions arise, the 
physician that is ordinarily turned to shall 
be immediately called upon. 


PuysicaL Dracnosis. By W. D. Rose, M.D. 
Fourth edition, freely illustrated. The C. V. 
Mosby Company, St. Louis, 1924. Price $8.50. 
The first edition of this book appeared 

seven years ago. The authur tells us in-his 

preface that only minor changes have been 
made in the sections covering the graphic 
registration of the heart, myocarditis, and 
aortitis. He has endeavored to make the 
discussion on polygraphic methods suffi- 
ciently clear to be useful to the general 
practitioner, and a considerable number of 
new illustrations have been added while 
older ones have been taken out. Many of 
the illustrations showing pathological speci- 
mens are duplicated in books which deal 
with pathology. 

The book is one which can be safely 
placed in the hands of students because of 
its thoroughness and conservatism. 


A Text-Book or PatHotocy. By William D. 
MacCallum, M.D. Third edition, thoroughly 
revised, copiously illustrated. W. B. Saunders 
Company, Philadelphia, 1924. Price $10. 


We well remember noting the appearance 
of the first edition of this book in 1916 in 
terms of praise. The third edition appears 
four years after the last revision. This has 
been necessary because much additional 
information has been gained in regard to 
several important matters, as, for example, 
our new conceptions in regard to the 
etiology of Rickets; with the introduction 
of Insulin Therapy we have a new com- 
prehension of diabetes mellitus, and further 
studies upon Metabolism, which have added 
considerably to our store of information in 
regard to nutritional processes. So, too, 
we have additional information in regard 
to epidemic encephalitis and typhus fever, 
but as the author points out, we have not 
gone very much further along the road of 
knowledge as to tumors and infections. 

Those who possess either the first or 
second edition fully appreciate the classical 
quality of Dr. MacCallum’s text. It is pre- 
pared in a manner which is somewhat dif- 


ferent from other works dealing with path- 
ology. Containing 1162 pages, including the 
index, we find that on these 1162 pages 
there are no less than 575 original illus- 
trations. It is interesting to note that as 
the result of careful revision and the use 
of different paper, which nevertheless is 
excellent, the third edition is almost one- 
third less bulky than was the second, al- 
though the number of pages is about the 
same. 


A MAanuat or Psycuiatry. For Medical Stu- 
dents and General Practitioners. By Paul E. 
Bowers, M.S., M.D. The W. B. Saunders 
Company, Philadelphia, 1924. Price $3.50. 
Dr. Bowers is the Examiner in Lunacy 

for the State of California and Lecturer on 
Psychiatry in the Post-Graduate Medical 
School of that State in Los Angeles. He 
has given us a book of a little over 350 
pages which does not attempt to be an ex- 
haustive summarization of the literature of 
his subject, but rather a brief consideration 
which will suit the needs of the general 
medical practitioner and the under-grad- 
uate. The text is divided into twenty-five 
chapters, dealing with the various forms 
of mental disorders varying from traumatic 
psychoses to general paresis, paranoia, de- 
mentia precox, and ending up with the 
methods of examination which should be 
employed. Then follows a chapter rela- 
tively brief, but covering 15 pages, upon 
Treatment. The last chapter in the volume 
deals with the relationship of insanity to 
crime and covers nearly 40 pages. A brief 
bibliography of two pages precedes the in- 
dex. The short crisp descriptions and defi- 
nitions which are given from time to time 
throughout the text will undoubtedly prove 
most useful to the class of readers for 
whom this book was prepared. 


MopeRN METHODS IN THE DIAGNOSIS AND TREAT- 
MENT OF RENAL Diseases. By Hugh MacLean, 
M.D., D.Sc. Second edition, revised and eén- 
larged, with colored plates. Lea & Febiger, 
Philadelphia, 1924. Price $2.50. 

This book, including its index, contains 

110 pages and is designed by the author to 

provide the information indicated in its 


title. It opens with a discussion of the 
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chief functions of the kidney, and then 
naturally passes on to the various diseases 
of these organs, with a consideration of the 
significance of changes which are found in 
the urine, in the blood, and in the cardio- 
vascular system. There is also a chapter 


on the importance of the kidneys in their 
relationship to surgical conditions, and an- 
dietetic treatment of ne- 


other upon the 
phritis. 

Dr. MacLean is the Professor of Med- 
icine in the University of London and 
Director of the Medical Clinic of St. 
Thomas’s Hospital. Those who are familiar 
with British medical literature are in con- 
sequence familiar with the numerous con- 
tributions which he has made to the sub- 
ject with which he deals. 


MepicaL Ciinics or NortH America, Volume 
VIII, No. 3, November, 1924. The W. B. 
Saunders Company, Philadelphia, 1924. An- 
nual subscription $12 in paper, $16 in cloth. 
This issue of the Medical Clinics of 

North America is called the Philadelphia 

number. It is made up of contributions by 

a large number of what might be called the 

younger practitioners of this medical cen- 

ter. It naturally deals in almost equal 
amounts with medicine and surgery. 
Amongst the various articles we find one 

upon “Pneumonia, with Special Reference 
to Diagnosis and Treatment,” by Dr. David 
Riesman ; another by Dr. Martin E. Reh- 
fuss on “Some Observations on Gastric 
Carcinoma,” and a third by Dr. Elmer H. 
Funk on “Congenital Hernia.” There is 
also a useful report by Dr. H. K. Mohler 
upon “Digitalis,” and one bearing the odd 
title of “The Diaphragmatic Pinchcock in 
Health and Disease.” Our readers will be 
interested to learn that this unusual term 
describes a stop-cock action of the fibers 
of the diaphragm which are designed to 
prevent the regurgitation of the gastric 
contents, and that this condition is the chief 
cause of the symptoms in so-called cases of 
cardiospasm, a condition which is not at 
the cardia, is not truly spasmodic, and which 
the author thinks is often due to an organic 
lesion. 


Tue Practice oF Pepiatrics. By Charles Gil- 
more Kerley, M.D., and Gaylord Willis Graves, 
M.D. Third edition, revised and reset. The 
W. B. Saunders Company, Philadelphia, 1924. 
Price $9. 

We have taken pleasure in reviewing in 
terms of praise the two previous editions, 
the first of which appeared in 1914, and 
the second in 1918. 

The senior author tells us in his preface 
that the present text has been prepared by 
his former associate, Dr. Graves. Many 
corrections have been made and additions 
dealing with a large number of subjects, 
from endocrine disorders to the various 
infections of childhood, even going so 
far as to deal with foreign bodies. De- 
fective bodily mechanics and the’ abnor- 
malities shown by the #-ray in various por- 
tions of the body are included. With the 
index, there are 922 pages in the volume. 
Some of the. illustrations are colored, and 
most, if not all, are original and quite 
typical of the conditions which they repre- 
sent. The advice which is given as to treat- 
ment is conservative and wise. 


GonorRHEA, By David Thomson, O.B.E., M.B., 
Ch.B. Edin., D.P.H. Camb. With Contributions 
by David Lees, D.S.O., M.D., F.R.C.S.; Claude 
H. Mills, M.R.C.S. Eng., L.R.C.P. Lond.; Rob- 
ert Thomson, M.B., Ch.B. Edin.; Kenneth 
Maclachlan, M.B., Ch.B. Edin. Henry Frowde 
and Hodder & Stoughton, London, 1923. Price 


$12.75 

This book, largely the work of original 
research, extensive even as books go, but 
not so to the well-trained physician, would 
prove of little service to him whose grad- 
uation dates back twenty-five years, whose 
touch with progress is confined to a cursory 
search in one of two journals for drugs, 
formule, or apparatus guaranteed to cure, 
and whose treatment of gonorrhea is based 
on an experience sufficiently satisfactory to 
himself, since none have died, and lucrative, 
since it has implied frequent office visits, 
none of them time-consuming. To the 
more recent graduate something trained in 
pathology, bacteriology, and organic chem- 
istry, stirred by the promise of a future, 
seeking larger knowledge, and betterments 
which will be profitable to his patients, the 
work is priceless. It will give such an one 
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a larger view of potentialities, a clearer con- 
cept of the work already done by those 
busied in research, a sense of dissatisfaction 
with the tried and found wanting older 
methods and a determination to play his 
part in proving or disproving the more 
modern ones in the hope that thus he shall 
become a contributing factor in the answer 
which is bound to come. ; 

Part I is devoted to Bacteriology of Gon- 
orrhea and represents a happy combination 
of scholarly research, with original clinical 
and laboratory investigation. After a brief 
Historical Introduction the morphology of 
the organism, technique in staining, culti- 
vation, vitality, toxins and diagnosis are 
considered with most satisfactory complete- 
ness. This part of the book ends with the 
Bacteriology of Puerperal Fever, Pelvic 
Inflammatory Conditions and Vulvovagin- 
itis of Little Girls. 

A section is devoted to the clinical path- 
ology of systemic infections: Part III to 
Problems of Immunity and the Comple- 
ment-Fixation Test; Part IV to Vaccine 
Therapy, Serum Therapy, Chemical Ther- 
apy, Electro- and Thermo-Therapy; Part 
V to Prophylaxis and Abortive Treatment ; 
and Part VI to the Clinical Manifestations 
and the Practical Modern Treatment of 
Gonorrhea. 

To the so-called fourth venereal disease 
Thomson applies the name erosive and gan- 
grenous balanitis, finding it due to the fusi- 
form bacillus, or vibrio, and a spirochete. 
It is incident to unnatural sexual relations, 
and the treatment consists in free exposure 
and frequent applications of hydrogen 
peroxide. 

Bearing on active immunization, the au- 
thor has analyzed 250 articles dealing di- 
rectly with gonococcal vaccine in gonorrhea, 
and only five state that it is of no value 
as a therapeutic agent; 245 agree that it 
produces beneficial results, from which it 
is concluded that there can be no doubt 
whatsoever that according to these ob- 
servers who have taken the trouble to write 
on the subject gonococcal vaccine is of 
value in practically every phase of gonor- 
thea. Maclachlan contributes a valuable 


chapter on Vaccine Treatment in Gonorrhea. 
Bearing on serum therapy the majority of 
writers have felt that it is beneficial, but 
only when the joints are chronically in- 
volved. Electrotherapy and thermotherapy 
receive no large commendation. 

The reviewer puts this book aside with 
the wish that it had been available in his 
early days of practice. 


OPERATIVE SurGERY. By Warren Stone Bickham, 
M.D., F.A.C.S. Illustrated, Volume V. W. B. 
Saunders Company, Philadelphia and London, 
1924. Price $10.00. 


Of this volume of Bickham’s systematic 
disquisition on Operative Surgery nearly 
300 pages are devoted to operations upon 
the colo-rectal-anal tract. There is thus set 
forth, abundantly and most instructively 
illustrated, a treatise practically covering 
every phase of this particular branch of 
surgery. It is noteworthy that all the op- 
erations proposed and practiced, certainly 
all those which have given any promise of 
success, are described in satisfactory detail, 
though often without an expression of that 
choice of procedure which is helpful to 
those of a trusting nature and limited ex- 
perience. Bearing on stretching of the anal 
sphincter the author directs that the 
anesthesia should be invariably suspended 
during this act, as the stimulus to deep 
breathing incident to anorectal dilatation 
causes the intaking of an unusual amount 
of anesthetic. This is not the commonly 
accepted explanation of fatalities which 
have occurred during this act. 

Operations upon the kidneys and supra- 
renal bodies are set forth in some 200 
pages. As is the case with each section, 
there is an excellent summary of those 
phases of anatomy with which the surgeon 
must be familiar. This chapter is prefaced, 
as are the others, by a helpful index on the 
subject-matter covered, thus facilitating 
prompt reference. 

Following the section devoted to the 
Methods of Approach, covered most satis- 
factorily, the various operations on the kid- 
ney are taken up in detail. 

The operations on the Ureters and Blad- 





76 THE THERAPEUTIC GAZETTE 


der and the various instruments needful are 
described. It is worthy of note that litho- 
lapaxy, a safe procedure when properly per- 
formed, but now largely discarded, perhaps 
because it is more time-consuming than 
lithotomy, receives proper consideration. 

To one well grounded in the broad prin- 
ciples of surgery, and experienced in their 
application, no book offers a clearer descrip- 
tion of the various ways by which the sur- 
geon may successfully attain his desired end 
in his dealings with the individual patient 
than does this. 


DISEASES OF THE MALE ORGANS or GENERATION. 
By Kenneth M. Walker, F.R.CS., M.A., M.B., 
B.C. Henry Frowde and Hodder & Stough- 
ton, London, England, 1923. Price $4. 

This brochure, published, printed, illus- 
trated and set forth in a worthy manner, 
covers briefly in some 230 pages Prostatic 
Abnormalities, -Genital Tuberculosis, and 
other recognized disturbances of the Male 
Sexual Organs, including a brief discussion 
of functional disorders. The author calls 


attention to the fact that although gyne- 


cology, or the study of diseases of the fe- 
male genitalia, has long been recognized as 
a separate branch of surgery, and with a 
separate literature of its own, andrology, or 
the study of the male organs of generation, 
has not yet received the recognition which 
may one day be accorded it. He therefore 
devotes his work entirely to the testicles, the 
spermatic cord, the prostate, the vesicles, 
and the external genitalia. Full details are 
given bearing on medical and minor sur- 
gical treatment, but descriptions of major 
surgical operations are omitted, the opera- 
tion of choice, however, being indicated. 
Bearing on the management of prostatics, 
the author especially insists on the avoid- 
ance on the part of one suffering from 
enlargement of placing himself in such 
environment that it is necessary to refrain 
from passing his urine when the desire to 
do so becomes urgent. The treatment, ac- 
cording to the author, is entirely operable, 
providing obstruction has reached such a 
point that it results in constant retention of 


two ounces of residual urine. The choice 
of anesthetic is gas-oxygen. 

The value of prostatic massage is per- 
haps somewhat overestimated. 

Chronic inflammatory conditions of the 
seminal vesicles are touched but lightly, nor — 
is surgery largely considered. 

There is a brief, but satisfactory, consid- 
eration of genital tuberculosis. Hydrocele 
and hematocele are thereafter considered, 
as are lesions of the spermatic cord, and 
genital misplacements of the testes. There 
is a brief discussion of the internal secre- 
tion of the testis. 

An excellent book well designed for the 
general practitioner. 


Tue Surcican Cuinics or NortH America. Chi- 
cago Number. Volume 4, No. 3, 1924. W. B. 
Saunders Company, Philadelphia and London. 
To the Chicago number of the Surgical 

Clinics of North America some of the lead- 

ing practitioners of that great city have 

contributed, notably Ochsner, who writes 
upon the use of heat in inoperable cancer. 

He uses small soldering irons which he 

applies in such wise that the heat pene- 

trates deeply, and reports arrest and cures 
obtainable in no other way. 

Moorhead and Mix have contributed an 
excellent résumé of the functions and the 
medical and surgical treatment of the thy- 
roid gland. Eisendrath has a well illus- 
trated article on Congenital Strictures of 
the Ureter. Watkins describes and pic- 
tures a serviceable operation for high recto- 
cele. McWhorter writes on Chronic Ap- 
pendicular Colic with Associated Stomach 
Symptoms. Curtis discusses the Selection 
of Anesthetics for Plastic Surgery and — 
Surgery of the Lower Abdomen. There is 
reported in full detail by Christopher a case 
of severe carbuncular infection of the chest 
wall, followed by rib resection under local 
anesthesia; the methods of treatment are 
clearly indicated, and much credit is given 
to blood transfusion for the ultimate suc- 
cessful result. 

A series of clinics every one of which ~ 
will be helpful to the practicing surgeon. 








